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In presenting a study of 1,438 children with rheu- 
matic heart disease whom I have had the privilege to 
observe at three convalescent homes outside New York 
City over a period of twenty years, | am mindful of 
the pitfalls one encounters in the analysis of records 
and figures and realize that any conclusions arrived 
at must be suggestive rather than final. Figures can 
often be misleading but if properly evaluated may sug- 
gest trends and help to set up an index for the formu- 
lation of criteria. My hope is that this intensive and 
specialized care of rheumatic children over two decades 
will serve to point a way toward more adequate care 
for these handicapped children and thus throw some 
light on one of the most dread diseases of childhood 
that still remains so obscure. Because of its high 
mortality in the early years of life and its crippling 
of boys and girls and young men and young women, 
rheumatic heart disease has become a_ public health 
problem of major importance. The United States 
Children’s Bureau in Washington has already embarked 
on a program for the care of these children, and many 
states have set up state programs which are functioning 
at a high degree of efficiency. It is anticipated that 
there will be an extension of these services in other 
states so that a frontal attack can be made on this 
arch enemy of childhood, characterized in England by 
Lord Horder as “public danger number one of civilized 
mankind.” 

At the outset the profession is confronted by a 
question which is on the lips of all workers in the field 
of rheumatic fever. ‘Does convalescent or sanatorial 
care change the course of the rheumatic child?” To 
this question | shall direct myself and from my experi- 
ence attempt to give an answer. It is not an easy 
one. The data 1 present are factual and have been 
made possible because an active follow-up has been 
kept on 905 of 1,007 living children, many of them 
now adults. The oldest is now 35. 

The homes (Martine Farm, Reed Farm and Nichols 
Cottage) in which these 1,438 children have been cared 
for are situated in the country about 25 miles from 


Because of lack of space, this article is abbreviated in Tue Sentitiss. 
The complete article appears in the authors reprints. 
ead before the Section on Pediatrics at the Ninety- Second Annual 
Session of the American Medical Association, Cleveland, June 4, 1941. 


New York, and are readily accessible to the many hos- 
pitals from which they came. One home is near White 
Plains, N. Y., and the other two homes near Nyack, 
N. Y. All the children were transported to the home 
from the hospital and at the time of discharge returned 
to their own homes by automobile. No effort was 
expended, and this contributed in large measure to 
the total care of the child. One home with twenty-five 
beds took care of boys between the ages of 6 and 10 
years and girls between the ages of 6 and 16 years. 
The other two homes, some 15 miles distant, with 
twenty-four beds, took care of boys from 10 to 16 years 
of age. 

At the outset it was not easy to set up criteria for 
admission, and children with severe carditis but in 
the quiescent stage of the disease were accepted. In 
the early years children with congenital heart disease, 
numbering 40, were cared for. Thirteen of this group 
(32.5 per cent) have died. One boy has been operated 
on for a patent ductus arteriosus, with brilliant results. 
However, our experience has taught us, as the mass 
of clinical evidence accumulated, that the best results 
are obtained in caring for patients with early rheumatic 
fever, those with minimal cardiac damage and those in 
the inactive stage of their infection. For many years 
we accepted children in classes II B, C and D 
(under the new cardiac classification),' but in recent 
years we have admitted only those in classes I A, II B, 
ILC and those with potential heart disease. By thus 
restricting our requirements we had under our care 
more children with the monocyclic type of the disease. 
We have found that admission criteria and prognostic 
criteria are difficult to set up because of the contra- 
dictory nature of the rheumatic state. We have num- 
bers of children who have had repeated reactivations 
of their rheumatism with significant cardiac hyper- 
trophy, classed as II] D, who now as adults are in 
a gainful occupation or have borne one or more 
children. Qn the other hand, we have cared for boys 
and girls who, with a history of a primary attack of 
rheumatic fever and minimal demonstrable carditis, 
pass from a supposed quiescent stage into a subacute 
phase and in a comparatively short time die of their 
infection. These make up a large group who succumb 
within five years of their initial infection and before 
puberty. ur records indicate that, of our total 431 
deaths, 333 (77.2 per cent) of the patients had a 


1. Classification according to “Nomenclature and Criteria for Diag- 
nosis of Diseases of the Heart’’ of the New York Heart Association, 1939; 

1 A, patients with cardiac disease and no limitation of physical activity. 

11 B, patients with cardiac disease and slight limitation of physical 
activity whose activity need not be restricted but who should be advised 
against unusually severe or competitive efforts. 

11 C, patients whose physical activity should be moderately restricted 
and whose more strenuous habitual efforts should be discontinued. 

III D, patients with cardiac disease and marked limitation of physical 
activity. 
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history of a primary attack of rheumatism. Of these, 
142 (42.6 per cent) died within five years of their 
primary infection. In the future planning for the care 
of the child with rheumatic heart disease it is on this 
group that attention should be centered. They con- 
stitute the tragic aspects of the rheumatic state against 
which no specific measures have as yet been discovered. 
We are of the opinion that more prolonged care in 
the protected environment of the hospital, the sana- 
torium, the convalescent home or the foster home will 
do much to lower the mortality figures in these early 
critical years following the primary infection. 


RACIAL DISTRIBUTION 

In attempting to analyze the various races represented 
in the group of 1,438 children, we have eliminated 
those of mixed parentage, of whom there were a goodly 
number, 246 in all. The parents of these children 
made up a heterogeneous group of nearly every known 
country. The parentage of 35 children was not recorded. 
One thousand, one -hundred and _ fifty-seven children 
(80.3 per cent) had parents of a similar racial stock. 
The Italians predominated, followed by Americans, 
Russians and Irish. Of the Americans, the Jewish 
race was represented by well over a majority. There 
were a few Negroes in the group. 


ETIOLOGIC FACTOR 

In a meticulous study of our records we find that 
the causative factor of carditis in 899 children (62.5 
per cent) was rheumatic polyarthritis. One hundred 
and nine gave a history of chorea alone and 171 had 
had chorea and polyarthritis combined. We were left 
with a group of 212 children (14.7 per cent) in which 
there was no known cause. Many of these gave a his- 
tory of “growing pains” only. It is significant to note 
that 55 of the latter group are now dead. This immedi- 
ately confronts one with the problem that troubles every 
physician and pediatrician. What is the significance 
of “growing pains?” ‘They are often difficult to inter- 
pret in the young, rapidly growing child. That the 
rheumatic pain should be differentiated from the non- 
rheumatic pain is obvious. Laboratory aid should be 
sought. The erythrocyte sedimentation test is often 
helpful. Observations by Hawksley * in England and 
Shapiro * in this country would indicate that “growing 
pains” are not uncommon in healthy growing children 
and that in a very small percentage rheumatic carditis 
develops. The changes incident to growth in the 
epiphyses of the bone have been given as an explanation 
of these so-called growth pains. The most satisfactory 
explanation has been given by Erdheim.* He states 
that in certain rapidly growing children minute frac- 
tures of the metaphysial plate occur. He has demon- 
strated these minute fractures at the growing ends of 
the long bones in children who have died of acute 
illness or by accident. The pains are usually referred 
to the knees, and the physician is told by the parent 
that the child will wake from a sound sleep complaining 
of a sharp pain in his knees. 

When rheumatism is suspected, other laboratory 
aids besides the erythrocyte sedimentation test should 


2. Hawksley, J. C.: Nature of Growing Pains and Their Relation to 
in Children and Adolescents, Brit. M. J. 1: 155 (Jan. 28) 
1939, 


3. Shapiro, M. J.: Nonrheumatic “Growing Pains’? and Subacute 
Rheumatic Fever, J. A. M. A. 111: 1960 (Nov. 19) 1938. 
4. Antenucci, A. J.: Personal communication to the author, 1940, 
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be done, such as the electrocardiogram, the white blood 
count, the Addis count on the urine, the Weltmann 
serocoagulation reaction® and the fibrinolysin test.® 
Differential diagnosis is most important, on the one 
hand to save the child from an unjustified invalidism 
and on the other to stay the progress of a crippling 
disease of the heart with an enforced invalidism and 
possibly a fatal outcome. 

Many of the 212 patients with carditis for which 
there was no known etiology and who exhibited in many 
instances carditis of a severe degree presented none 
of the classic symptoms of rheumatism. It is this group 
that represents some of the minor patterns of the 
disease for which diagnosis is not easy. The child 
who tires easily, who unaccountably is losing weight, 
who has a poor appetite, who is becoming more pale 
and who has indefinite muscle pains with repeated nose 
bleeds should arouse the suspicions of the physician, 
and a careful survey and appraisal should be made. 
Mild types of chorea may be overlooked, and the 
physician should be on the alert in the knowledge that 
even mild chorea may be attended by severe carditis. 
A low grade fever and tachycardia may be discovered. 
Physicians too often err in thinking that rheumatism 
and joint infection are synonymous. Polyarthritis asso- 
ciated with rheumatism is not nearly as frequent in 
childhood as it is in later life. I am more and more 
impressed with the absence of joint symptoms in many 
of these rheumatic children, particularly in the early 
years. I wish to stress this point and emphasize some 
of the minor patterns that I have encountered in the 
early course of the rheumatic infection. These and 
the polymorphic character of the disease often make it 
extremely difficult to make a definite diagnosis. Hav- 
ing had the opportunity to observe closely such a large 
group of children in three convalescent homes, I find 
that in some of them a recrudescence of the infection 
may be ushered in by nothing more than a slight 
rise in temperature and tachycardia. Only by routine 
procedures in a carefully managed and controlled envi- 
ronment would these be discovered. This implies good 
nursing care, and these children have had the best. 
Such an observation has made it even more difficult 
in our follow-up of the child in the home to decide what 
constitutes reactivation. The burden of proof falls on 
the observer rather than on the one observed. All 
of which adds immeasurably to the complexity of rheu- 
matic infection in childhood. 


CARDIAC CLASSIFICATION 


An analysis of our records indicates that 952 children 
(66.1 per cent) were admitted under the new classifi- 
cation of I] B, while 423 children (28.9 per cent) 
entered the homes as III D. Of the latter group, com- 
prising the children with more severe and long-standing 
heart disease, 244, or 57.6 per cent, have died. It would 
appear that this group (III D) has had but little benefit 
from convalescent care, and it is in this group of children 
that reactivations have occurred more frequently, and 
return to the hospital has been found necessary. I 
suggest from our experience that these 423 children who 
comprise 28.9 per cent of the total might have benefited 
from more prolonged bed rest in a sanatorium, on the 
same basis as children with tuberculosis. This would 


5. Klein, R. I.; Levinson, S. A., and Rosenblum, Philip: Weltmann 
Reaction and Sedimentation Rate During Rheumatic Fever of Childhood, 
Am. J. Dis. Child. 59: 48-66 (Jan.) 1940. 

6. Boisvert, . L.: The Fibrinolysin Test in Rheumatic Heart 
Disease, Society of Pediatric Research annual meeting, May 1940, 
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seem just as necessary for the rheumatic child in the 
subacute phase as for the tuberculous child. In future 
planning for the care of children with rheumatic heart 
disease under a state program adequate provision should 
be made for prolonged bed care in a sanatorium after 
discharge from the hospital. Following this, convales- 
cent care, such as our group of children have had, 
should be continued when the quiescent stage of the 
rheumatic state has been reached. This might well be 
carried out in a foster home under the Speedwell Plan.‘ 
This foster home care for cardiac children has been 
found to be most effective in several states. 


MORTALITY 

Those who are interested in rheumatic heart disease 
are eager to know the mortality rate in any given group 
in order to evaluate any given type of care. Our 
records show that over the period of twenty years, in 
the group of 1,438 children, there have been 431 deaths, 
a percentage of 29.9, or practically 30 per cent. This 
rate has risen gradually from 10.3 per cent in 1923 
to 26.2 per cent in 1933, after twelve years of follow-up, 
to our present rate of 29.9 per cent. The latter figure 
would have been lower if the 244 deceased children 
representing the group with enlarged hearts and severe 
cardiac damage, the III D patients, had been excluded. 
The mortality in this group has been exceedingly high: 
57.6 per cent. 

Stroud and Twaddle* give a mortality rate of 21 
per cent in a group of 685 children who had received 
convalescent care at the Children’s Heart Hospital of 
Philadelphia after a fifteen year observation. Jones,® 
from the House of the Good Samaritan in Boston, 
reports a 24.2 per cent mortality among 1,000 patients, 
with an average ten year follow-up. 

Others have pointed out that the greatest mortality 
occurs in the early years following the primary infec- 
tion. As previously stated, 42.6 per cent of the deaths 
occurred within five years of the initial rheumatic infec- 
tion. This means before puberty, for in our group 
the average age of the initial infection was between the 
sixth and the eighth year. Wilson, Lingg and Crox- 
ford '® in a published report give a mean of eight years. 
In a later report DeGraff and Lingg* state that “the 
average age at initial infection is seventeen years.” 
After the adolescent period the tendency to rheumatic 
reactivations becomes less and less and our records show 
a diminishing mortality rate after the twentieth year. 
Eighty-seven per cent of the deaths have been of patients 
under 20 years of age, and the remaining 13 per cent 
of deaths have been of patients over 20 years. 

Wilson '* in her new book on rheumatic fever states : 
“So far as we may judge by our experience, it appears 
that at about the ages of puberty the tendency to mani- 
festations of activity begins to diminish. It is, therefore, 
important to point out that the factor of age must be 
considered in evaluating any therapeutic measure in 
this disease.” I wish to stress the latter point, for it 


7. Chapin, H. D.: Convalescent Care in Foster Homes, White House 
Conference on Child Health and Protection, New York, Century Company, 
1930, pp. 92-98. 

8. Stroud, W. D., and Twaddle, P. H.: Fifteen Years’ Observation of 
Children with Rheumatic Heart Disease, J. A. M. A. 114: 629-634 
(Feb. 24) 1940. 

9. Jones, T. D.: Heart Disease in Children, Am. J. Pub. Health 28: 
637-643 (May) 1938. 

10. Wilson, May G.; Lingg, Claire, and Croxford, G.: Statistical 
Studies Bearing on Problems in the Classification of Heart Disease: 
Ill. Heart Disease in Children, Am, Heart J. 4: 164, 1928 

11. DeGraff, A. C., and Lingg, Claire: The Course of Rheumatic 
Heart Disease in Adults, Am. Heart J. 10: 459-485 (April) 1935 

12. Wilson, May G.: Rheumatic Fever, London, Commonwealth Fund, 
1940, p. 241. 
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is my conviction that statistical data can be misleading 
in this disease unless multiple factors are taken into 
account. 

An analysis of the 431 deaths has shown that the 
majority of children have died of their rheumatic infec- 
tion and that more than two thirds have succumbed 
before their 16th year. We find that death from con- 
gestive heart failure has occurred more frequently in 
the older age group. In other words, we have not found 
that congestive heart failure as a cause of death is 
common in the age group up to 16 years. Most of 
these children have died from their rheumatic infec- 
tion. Stress is made on this point because in any 
future planning for the care of rheumatic infection in 
children the frontal attack must be made in this younger 
age group and long term care given comparable to 
the care of tuberculosis, under trained medical super- 
vision. We have been fortunate in obtaining from 
many scattered hospitals the final diagnosis in nearly 
all of the deaths, the one farthest away having occurred 
in Santo Domingo. In many cases the information 
was incomplete or inadequate, which impairs the validity 
of the statistical data. \When autopsies have been done 
we have been able to get a complete protocol in nearly 
all cases, thanks to the cooperation of the pathologists 
in many hospitals. This has been invaluable in the 
completion of the life history of the rheumatic infection 
in these children. Our records show that the oldest 
patient who died was 34, death being due to congestive 
heart failure. Chronic glomerulonephritis with hyper- 
tension and uremia was not an infrequent cause of death. 


LIVING PATIENTS 

As complete as the follow-up on the deaths has been, 
we have been most fortunate in our follow-up on the 
1,007 living children, many of whom are now adults. 
The living patients constitute 70 per cent of the total. 
Of this number we have maintained an active follow-up 
on 905, or 89.8 per cent, of whom 594 are still attending 
cardiac clinics and 303 are not. The decided success 
and effectiveness of the follow-up has been due to 
the most painstaking type of work, implemented by a 
high degree of enthusiasm, the results of which cannot 
be recorded in figures but are among the imponderables 
measured in services rendered to boys and girls, young 
men and young women crippled by rheumatic heart 
disease. Vocational guidance has been an important 
part of these services and has contributed in large mea- 
sure to the number who are now in gainful occupations. 


BIRTH DATA 

We have been much interested in the number of 
children born to those who have married. Up to 1941, 
we have on our records 102 children born of 132 young 
men and young women who have been under our care 
as children. Ninety of the girls have been married, 
and 76 children (including 2 stillbirths) have been 
borne by these young mothers. Thirty-eight have had 
no children, 33 have had 1 child, 14 have had 2 chil- 
dren and 5 have had 3 children. Only 2 mothers died 
following childbirth, 1 from congestive heart failure 
and the other from postpartum septicemia. These 
excellent results attest for the good antepartum and 
obstetric care that the 90 young mothers have had in 
spite of their cardiac damage. 

Of the 102 children born with 1 parent known to 
have had rheumatic heart disease, it will be of interest 
to follow this group into the second generation. If 
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one accepts Wilson’s '* prediction table for childhood 
rheumatism, one should be able to “predict the probable 
occurrence of the disease in the progeny of a given 
mating.” Up to the present we have been able to 
demonstrate rheumatic carditis in only 1 child born 
of a mother with rheumatic carditis. He is a boy now 
6 vears old. We have no further data to contribute 
to the interesting observations of Wilson in familial 
epidemiology. 


Tasie 10.—Occupations of Patients from Martine Farm, Reed 
Farm and Nichols Cottage in April 1941 


House Longshoreman............... 
Telephone operator........... 2 3 
Key punch operator.......... 1 Photographer................ 1 
Watchmaker, etc............. 8 
Factory worker............... 13 Butcher 1 
Dressmaker, et¢,.............. 3 Examiner dry cleaner...... 1 
1 Newsstand worker............ 1 
1 
Artificial flower maker.... 3 1 
2 Recreation assistant.......... 1 
Liner (instrument cases)..... 1 in 1 
Pleater’s helper............... 1 Optical 1 
Pipe factory worker.......... 2 1 
Cosmetic worker.............. 1 Practical nurse................ 1 
Textile firm worker........... l Ward attendant.............. 2 
Assistant manager of theater 1 
Store 1 
Shipping, stock clerk, packer = 14 2 
Furniture store worker....... 1 Chauffeur, taxi driver........ 7 
Worker at Macy’s store.. 2 Truck driver, helper.......... 8 
Worker in bookshop.......... 1 U. 8. nd and Navy........-. 4 
Window dresser............... 2 
Lamp man (I. R. T. subway) 1 
4 Push cart pedler.............. 1 
Newspaper route man........ t ft box dept. worker 1 
1 Inspector (parts)............. 1 
Transportation dept. worker 1 Terminal market worker..... 1 
Salesman, buyer.............. 6 1 
Advertising business.......... 3 Soray 1 
Barber, beautician............ 5 1 
Eley 5 Occupation unknown......... 8 


OCCUPATION 

Our most interesting study has been to determine 
how useful these boys and girls are to themselves and 
to the world in which they live. This must be the 
sine qua non of any therapeutic endeavor, and from 
the accumulated data one should be able to form some 
basis of opinion as to what constitutes optimum care 
for the child and young adult with rheumatic heart 
disease. Our records show that, of the 1,007 patients, 
357 are regularly employed and 10 are irregularly 
employed. Eighty-eight are unemployed although able 
to work. Forty-four are unemployed and unable to 
work because of their heart condition. Two hundred 
and sixty children are in regular school and 2 are in 
a music ‘school. Eighty -three attend a special class in 


— 
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school for heart patients and 14 have a visiting teacher 
in the home. Thirty-six are unable to go to school 
and no visiting teacher has been provided. Thirteen 
children are not in school although able to attend. 
No data can be obtained from 102. 

It has been of interest to review the various occu- 
pations in the 35.4 per cent of those regularly employed. 
They are mostly of a sedentary character. These occu- 
pations, as of April 1941, are listed in the accompanying 
table and may be of some import to those interested 
in vocational guidance. They cover the gamut of avail- 
able jobs in New York. 


MANAGEMENT 

For the child with an active rheumatic infection pro- 
longed bed care is necessary until the rheumatic process 
becomes quiescent. This would best be done in a 
sanatorium, as in the treatment of tuberculosis, or in 
the home or foster home under good medical and nurs- 
ing supervision. Bland" of Boston made an inter- 
esting five year study of this type of care and concluded : 
“Home and foster home care, when well organized, 
is adequate for the majority.” Sanatorial care for the 
child with rheumatic carditis should follow the care in 
the hospital, which all too often discharges the child to 
his home with its bad hygiene, insufficient heat and 
crowding. Is it any wonder that reactivations occur 
so frequently? When all signs of activity have disap- 
peared the state of convalescence begins. It is not 
easy, or always possible, to determine when this stage 
is reached. Herein lies the difficulty in deciding which 
children shall be eligible for convalescent care. This 
has been one of our chief problems. 


PREVENTIVE TREATMENT 

We have had no experience with chemoprophylaxis, 
but there is gathering evidence to the belief that the 
use of sulfanilamide in the quiescent stage of the disease 
does seem to prevent reactivation. The studies of 
Coburn and Moore '® have borne this out in a group 
of rheumatic children at Pelham Home. Also Kutt- 
ner '* at Irvington House has shown a definite decrease 
in the number of recurrences in the sulfanilamide- 
treated group of children as compared with a control 
group. The recently published studies of Thomas, 
France and Reichsman'* of Baltimore add_ further 
weight and evidence to the efficacy of this drug as a 
prophylactic agent in the rheumatic state. Mention 
should be made here of the studies of Swift *® and his 
associates, and those of Massell and Jones,*° who 
showed that sulfanilamide is contraindicated in acute 
rheumatic fever and that toxic symptoms were almost 
universal. Although not indicated in the acute rheu- 
matic process, sulfanilamide holds great promise for 
the future in the possible control of the disease and the 
lessening of reactivations. More data are necessary, 
especially — in ambulatory patients in the lower age 


14. Bland, E. F.: Rheumatic Fever in Childhood, New England J. 
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groups. Before one can draw conclusions one must 
be mindful of the mutation in type and virulence of the 
hemolytic streptococcus from year to year. 


TREATMENT OF CONVALESCENCE 

The rheumatic child is best protected by insulating 
him, as far as possible, from contact with infections of 
the upper respiratory tract, especially those caused by 
the hemolytic streptococcus. This we have attempted 
to do in the three convalescent homes, and isolation 
technic has been practiced on any child coming down 
with a cold or sore throat. Herein lies the great value 
of sanatorial and convalescent care. In order to mini- 
mize carrier infection from the outside, only one parent 
each month was allowed to visit the home. Daily 
temperature and pulse recordings often detected rheu- 
matic activity in its subclinical stage and served as 
helpful indexes. On admission the more severe class 
III D children were kept in bed for one week and the 
class I, class II B, class II C and potential heart patients 
for three days during a period of observation. When 
allowed to get up minimal activity was permitted. Rest 
was an important feature of the total care of these 
children, and they were in bed fourteen out of the 
twenty-four hours, twelve hours at night and a two 
hour rest period during the day. 

An important part of the program in these homes is 
the educational one. We were fortunate in having 
outstanding teachers, and many children because of 
more individualized teaching were able to advance a 
grade on their return to their school in the city. Occu- 
pational therapy was made a vital part of the program. 
Wood carving, leather work, pottery, metal work, 
weaving and rug making were some of the many skills 
that the boys and girls were taught, and many perfected 
one or more of these to a high degree of proficiency. 
Numbers have turned their skill into a wage-earning 
occupation and have adjusted their physical capacity 
to their handicap. Music in the form of group singing 
and choral groups under a trained teacher was a part 
of the weekly program. This did much to relieve the 
monotony of a daily routine and served as a much 
needed emotional outlet. By the same token, dramatics 
were found to be an important medium to integrate 
the different personalities of the many nationalities. 


COMMENT ON PUBLIC HEALTH ASPECTS 


Our experience with such a large group of children 
with rheumatic heart disease, plus any data which we 
may have derived from convalescent care and a careful 
follow-up, leads one into certain generalities which are 
predicated on impressions rather than factual data. And 
again I would be remiss if I did not take into account 
the public health aspects of rheumatic fever, a problem 
of growing importance in our national life not only 
from the standpoint of morbidity and mortality but 
also from the standpoint of the national defense pro- 
gram. Until rheumatic fever is made a_ reportable 
disease there will be no accurate data. The incidence 
of rheumatic heart disease in this country is conserva- 
tively set at about 800,000 to 1,000,000 cases and a 
mortality rate of about 40,000 deaths a year with the 
average age at death 30 years. The incidence rate 
of rheumatic valvular lesions in children is about 0.7 to 
1 per cent of the school population. We estimate in 
New York about 10,000 school children so afflicted. 
As they grow up they make up the greater number of 
adult heart patients in the second and third decades. 
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Another crippling disease of childhood is poliomye- 
litis. Because this disease has received so much atten- 
tion from the public health authorities a comparison 
of the ravages of the two diseases is of interest and 
pertinent. The orthopedically crippled child, or the 
child crippled by infantile paralysis, arouses sympathy, 
and justly so, but when one considers that rheumatism 
destroys seven times as many children as does anterior 
poliomyelitis some conception of the ravages of rheu- 
matic fever can be had. In one sense the child stricken 
with infantile paralysis is more fortunate than the child 
stricken by rheumatism. The latter confers little if 
any immunity, and reactivations occur all too frequently. 
In fact they are more often the rule than the exception. 
Each reactivation adds still further injury to a heart 
already damaged. On the other hand, infantile paraly- 
sis, as dread a disease as it is, usually confers an immu- . 
nity to subsequent attacks, and the afflicted child may 
anticipate varying degrees of return of function. Many 
children who contract infantile paralysis recover com- 
pletely with no resultant paralysis or crippling. Very 
few children who contract rheumatism escape without 
some damage to the heart of a greater or less degree. 
Our knowledge of the incidence rate of poliomyelitis is 
more accurate because it is a reportable disease. Because 
rheumatic fever is not reportable, except in a few 
states, there are no exact morbidity data. 

In New York there are about 900 children with 
rheumatic heart disease applying to the hospital clinics 
each year. Besides this there were recorded, during the 
years 1936, 1937 and 1938, 681 deaths from rheumatic 
infection in children between the ages of 5 and 14 
years. This exceeds the deaths from accidents during 
the same years in this age group and is two and a third 
times greater than the deaths from infantile paralysis 
(14), pulmonary tuberculosis (131), scarlet fever (45), 
measles (32), whooping cough (5) and diphtheria (55) 
combined.*! Hedley ** has made an exhaustive study 
of the disease in Philadelphia and has stressed the public 
health features in a series of reports. He states: 
“Rheumatic heart disease has a greater public health 
significance than any other form of heart disease. Both 
from the viewpoints of its age, distribution and its total 
mortality and morbidity it deserves to be ranked among 
the great unsolved medical problems of this era.” The 
increasing interest of the United States Public Health 
Service in this disease and the development of state 
programs under the direction of the Children’s Bureau 
with federal aid are all indications of progress and 
increasing public interest. 

The public health aspects of rheumatic heart disease 
have been well elaborated by Swift.2* He has described 
the London plan ** of hospitalizing children with rheu- 
matic fever, active rheumatic carditis and chorea for a 
period of at least six months. One bed to every 550 
children is provided. Thus 900 beds have been set 
apart outside of London for the long term care of chil- 
dren under 16 years of age with active rheumatic 
carditis. No doubt the war has disrupted the well 
planned care for these children, but the plan, even 
though not now in operation, could well be emulated 
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by our large urban centers here in America. In New 
York alone Swift has estimated a need for 1,760 beds 
for this sanatorial type of care. 


MENTAL HYGIENE 


I cannot bring this paper to a conclusion without a 
word concerning the larger problem of the child who 
is crippled with rheumatic heart disease. It must not 
be forgotten that there is not only the heart to be 
treated but also the child who has the heart. In other 
words, attention to the psyche is quite as important 
as attention to the soma, and may be even more so. 
In the care of these children in the three homes we 
have tried to have an awareness of the child as a whole 
and have tried to remember that the handicapped child 
has a greater need for help and adjustment than the 
normal child. We have tried to instil the thought “I 
am getting well” rather than “I have been ill.” It is 
all too easy to develop an “invalid reaction” in these 
children which in later years may become a neurosis 
with feelings of insecurity, inferiority and anxiety 
states. There are educational, social and emotional 
factors in the life of many of the children which often 
require special guidance. This is an area in the con- 
valescent care of the cardiac child which has been 
wofully neglected. 

Too many children labeled cardiac are being carried 
in heart clinics or taken care of by private physicians 
without justification. We have been asked to accept 
many of these for convalescent care. They have been 
condemned for years to a life of partial invalidism 
merely because of a cardiac murmur. This is inde- 
fensible. In my opinion, one of our most important 
functions as physicians is to weed out these children 
who are stamped as cardiac but who have no organic 
disease of the heart. They make up in later years 
the group of so-called “cardiac neuroses.” In doubtful 
cases I would prefer to take a chance with certain of 
these children rather than subject them to a life of 
partial invalidism with its train of psychic maladjust- 
ments. 

SOCIAL SERVICE 


The social service aspects of the .- child is of 
the utmost importance. The vital role that the trained 
social worker plays in the total care of these children 
cannot be overestimated. She is an important link in 
their guidance and rehabilitation. Miss Terry,*® medical 
social worker at the Massachusetts General Hospital 
in Boston, and Miss Ebert,?* medical social worker at 
the Children’s Mission to Children in Boston, have made 
important contributions to the medical and social care 
of these handicapped children. The special program 
that they have outlined provides for home and foster 
home care which includes adequate education, suitable 
recreation and occupational therapy. 

We have found that one of the most important func- 
tions of the medical social worker is to prepare the 
home for the reception of the child on discharge from 
the convalescent home. When possible, an improved 
environment should be sought, for this is one of the 
most important safeguards in the life and prognosis 
of the rheumatic child. Improvement of the housing 
conditions in our large cities, with low rentals, will 
mean much to the future of children with rheumatic 
heart disease, the majority of whom come from families 
of the lowest economic level. 
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SUMMARY 

1. During twenty years (1921-1941) 1,398 children 
with rheumatic heart disease (inactive) and 40 children 
with congenital heart disease have been given convales- 
cent care in three country homes. 

2. Of the 1,438 children, 431, or 29.9 per cent, are 
dead after a twenty year study. 

3. Mortality figures after a two year study were 
10.5 per cent and after twelve years were 26.2 per cent. 

4. Forty-two and six-tenths per cent of the deaths 
occurred within five years of the initial rheumatic infec- 
tion. Data were available on 333 children (77 per 
cent). 

5. Eighty-seven per cent of the deaths occurred before 
20 years of age. 

6. The highest mortality, 57.6 per cent, was in the 
group of patients with polycyclic types with severe heart 
damage. These constituted the class III D patients. 
Reactivations occurred more frequently in these groups, 
necessitating return to the hospital. 

7. Of the 431 deaths, 80 per cent were due to rheu- 
matic infection and less than 1 per cent to congestive 
heart failure. The latter (40 deaths) occurred in the 
older age group, the oldest patient being 34. 

8. Of the 90 girls married, 76 children have been 
born. Only 2 postpartum deaths have occurred. Of 
the 76 births there were 2 stillbirths. 

9, The greater number of the 1,438 children were 
drawn from thirty-four clinics affiliated with the New 
York Heart Association. A lesser number were from 
twenty-three nonaffiliated clinics. 

10. The average age of the initial rheumatic infection 
was from 6 to 8 years. 

11. The average length of stay in later years has 
been between five and six months. 

12. Of 1,007 living patients, an active follow-up has 
been maintained on 905, or 89.8 per cent. 

13. Eight hundred and seventy-six patients are located 
in New York City or in New York State; 24 are living 
in nine other states and 5 in other countries. 

14. Three hundred and fifty-seven patients, or 35.4 
per cent, are regularly employed at gainful occupations ; 
10 have irregular employment; 260 are in a regular 
school; 83 are in a special class in school for heart 
patients, and 14 have a visiting teacher. 

15. Three hundred and thirty, or 22 per cent, of 
the total 1,438 children were Italians. The two parents 
of 1,157 were of the same nationality and 246 had mixed 
parentage. 

CONCLUSIONS 

A true evaluation of the results of convalescent care 
for children with rheumatic heart disease is not possible 
without a comparable control group of children kept 
in their home environment. Such a group of children 
was not available or possible for this study. The 
validity of any conclusions depends on this. 

Mortality figures were closely related to the severity 
of cardiac damage and were higher in the polycyclic 
types of rheumatic infection. 

Future planning for children with rheumatic heart 
disease should provide prolonged bed rest and medical 
supervision, preferably in a sanatorium or foster home. 
This should follow care in the hospital. More beds 
should be provided for this purpose. 

Convalescent care should be provided for a carefully 
selected group of children after the rheumatic infection 
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has become quiescent and should be carried on for at 
least six months. Optimum benefit has been observed 
in the monocyclic group with minimal cardiac injury. 

In the convalescent care of the cardiac child, attention 
to the psyche is quite as important as attention to the 
soma. The two should be integrated. The educational 
program and occupational therapy are important 
adjuncts in the process of rehabilitation. 

The role of the trained social worker and adequate 
nursing supervision are important in the home when the 
child returns from the convalescent home or sanatorium. 


Note.—Many persons have given the better part of their 
lives to this significant undertaking. To them we here wish 
to pay tribute for their outstanding services to crippled chil- 
dren. More particularly we would wish to pay tribute to 
Miss Ada Beazley for her wise counsel and administration 
of the three convalescent homes throughout the twenty years. 
Also to Miss Eleanor Wilson for her outstanding services 
in the important social service and follow-up work. Likewise 
to Miss Mary Pascal for the laborious keeping and analysis 
of the records and for the compilation of statistical data for 
this paper. And lastly we wish to acknowledge our appre- 
ciation of the unique opportunity afforded in the care of children 
with rheumatic heart disease. This was made possible by the 
philanthropy of an always generous family. Without this 
financial help, the work could not have been undertaken, nor 
could this paper have been written. 


107 East Eighty-Fifth Street. 


ABSTRACT OF DISCUSSION 

Dr. Witt1am D. Stroup, Philadelphia: Only those who 
have attempted to collect statistics of a similar group over a 
period of years can realize what an excellent job Dr. Martin 
has done. I sympathize with him in his dilemma as to whether 
we are justified in persuading philanthropic minded individuals 
to give money for such institutions. After some eighteen years’ 
experience with a similar institution, the Children’s Heart Hos- 
pital in Philadelphia, I have come to the conclusion, as the 
result mainly of recent developments in the preventive field, 
that such institutions should be carried on and that their num- 
bers should be increased. This paper is timely, since the 
Children’s Bureau in Washington has included children with 
rheumatic fever and rheumatic heart disease in their crippled 
children program, and I think that “rest homes” or “hospitals” 
are better terms than “convalescent homes,” because we know 
that children, even after their treatment in such homes, have 
really not completely recovered from the disease. I believe the 
development of these rest homes will be the most expensive 
and most difficult part of the Children’s Bureau program and 
at the same time is probably the most important part of that 
program. The ideal treatment of these children is first in the 
hospital for acute diseases and then in the rest home for as 
long a period as possible in order to prevent reactivations. 
There is hope, thanks to the work of Duckett Jones and others, 
that reactivations can be prevented much more frequently than 
they have been in the past, through lowering of the bacterial 
content of the air in these institutions. It may mean that these 
children will have to stay until puberty, if Dr. May Wilson's 
observations are correct that reactivations following that age 
are less frequent, but still many people have stayed in tuber- 
culosis sanatoriums for many years, and perhaps that is going 
to be the ultimate treatment of these children. Then it is hoped 
that they will be able to leave the homes and, with sulfanilamide, 
if the recent work is confirmed, be protected against reactiva- 
tions precipitated by hemolytic streptococci. 

Dr. A. L. Van Horn, Washington, D. C.: Frequent refer- 
ence has been made to the interest of the United States Chil- 
dren's Bureau in this particular field. The Children’s Bureau 
is charged with the responsibility for the administration of the 
program of services for crippled children under the Federal 
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Social Security Act. At the present time, crippled children’s 
programs are in operation in every state in the Union, Alaska, 
Hawaii, the District of Columbia and Puerto Rico. Recently 
a number of them have become interested in the field dealing 
with children with rheumatic heart disease. There are now 
on state registers some 300,000 crippled children, 97 per cent 
of whom are afflicted with orthopedic or plastic conditions. 
However, there is every reason to believe that there are per- 
haps an equal number of children in this country suffering from 
rheumatic heart disease or rheumatic infections. Recently, when 
we went before Congress asking for an additional appropriation 
for crippled children’s services, we brought before the Senate 
Finance Committee the problem connected with children with 
rheumatic fever and rheumatic heart disease. An additional 
million dollars was appropriated, making the total appropriation 
for crippled children’s services $3,870,000 annually, and there 
was a distinct understanding at that time that part of the 
additional appropriation would go toward assisting states in 
developing services for children with rheumatic infections and 
rheumatic heart disease. After we received the appropriation 
we called in a group of physicians, many of whom are in this 
audience, and they recommended certain basic principles which 
should be followed in the development of these programs 
throughout the country. At the present time these special 
programs are in operation in eleven states but are not conducted 
on a statewide basis. We recognize the importance of having 
them developed around communities where there are adequate 
facilities and where the services of qualified medical specialists 
are available. In every instance the state agencies have been 
able to obtain the services of physicians who have had special 
training and experience in work with children with rheumatic 
infections. They also provide for the services of public health 
nurses, medical-social workers and others. This program deals 
with the entire field of the medical services for these children, 
locating and diagnostic services, hospital care, convalescent 
care and other after-care services. I feel that this program 
offers a real opportunity for the care of children with rheumatic 
infections. 

Dr. Georce J. Fe_psrern, Pittsburgh: One of the impor- 
tant questions in the treatment of these convalescent cardiac 
patients is the benefit of climatic treatment. As is well known, 
rheumatic fever occurs mainly in cold, damp climates, as for 
instance in England. Rheumatic fever, as we know it, and 
streptococcic infections are relatively rare in tropical or sub- 
tropical climates. The United States Public Health Service, 
in conjunction with the Harvard group, several years ago sent 
a group of children convalescing from severe heart disease from 
Boston to Puerto Rico to test the effect of a subtropical climate. 
The children were later removed to the St. Francis Hospital 
at Miami Beach. The results were fairly good. Many mothers 
take their children to Miami for the winter and become 
stranded there. A group of philanthropically minded Miami 
people took up the care of these children while they were down 
there and got them in condition to send them back home. This 
became such a burden that a group headed by Mr. Charles 
Tobin developed the National Cardiac Home. They recently 
bought a 12 acre lot in North Miami opposite a public school, 
so that these children can go to a public school. They are now 
building a laboratory and twelve cottages to contain ten children 
each. If this experiment, which is to be conducted on a scien- 
tific basis with adequate research, proves that climatic treat- 
ment is of value it will constitute a great advance in the care 
of convalescent cardiac patients. Since there are 900,000 cases 
of rheumatic fever in the United States and there were thirty 
thousand deaths last year from rheumatic heart disease, it can 
easily be seen that this problem, considering its mortality, mor- 
bidity and crippling effects, is really a greater one than the after- 
care of children with poliomyelitis. These children are kept 
at the home for at least two years because it is felt that it is 
not the proper method of treatment to have these children in 
Miami during the winter and then send them back home during 
the summer. Of course, it may be argued that these children 
have to go back to the North anyway, some time or other, and 
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the question is whether or not it is wise to have them stay 
there two years and then go back to the more rigorous climatic 
conditions in the North. That problem remains to be solved. 

Dr. T. Duckett Jones, Boston: It seems to me that such 
data give one only the averaging up of the varied influences 
affecting the natural history of rheumatic fever. I doubt that 
we shall ever be able to determine the value of any special type 
of care by such analyses. This does not militate against the 
value of convalescent or any other type of care. For instance, 
we are all cognizant of the value of sanatorium care in the 
treatment of tuberculosis. To my knowledge, however, there 
has been no adequate proof of this with a careful series of 
controls. The very nature of the homes from which the major- 
ity of rheumatic fever patients come necessitates the placement 
of these children in the best locations for care available in a 
given community. The work of Dr. Coburn over a period of 
years and more recently the work of Dr. Ann Kuttner at 
Irvington House, together with published and unpublished work 
at the House of the Good Samaritan, indicate that we must 
accept the influence of infection with hemolytic streptococci as 
playing an important role in the natural history of rheumatic 
fever. This seems true regardless of what ideas one entertains 
as to the etiology of rheumatic fever. It further appears that 
the epidemiology of rheumatic fever in Northern cities closely 
follows the pattern of epidemics of at least some strains of beta 
hemolytic streptococci. We are therefore becoming more and 
more capable of evaluating the various types of care of such 
patients. The problem of the prophylactic use of the sulfon- 
amide drugs and transportation of these patients to warm cli- 
mates should remain experimental problems for the time being. 
Such varied factors must be considered as to render a detailed 
discussion impossible at the present. 

Dr. Joseru T. Rozerts, Galveston, Texas: With Dr. George 
Herrmann during the past year, Dr. George Decherd and I 
have analyzed the autopsy and clinical data on cases of rheu- 
matic heart disease in the University of Texas Medical Branch 
in Galveston. . The cases analyzed were those for the past 
twenty years. We found, first, that rheumatic heart disease in 
all of its acute, chronic and complicated forms is by no means 
rare but, in fact, is rather common in southern Texas. Of 
course it is by no means as common as in other parts of the 
country, particularly in the North and along the Eastern sea- 
board. Second, about half of our patients were known to have 
acquired their disease in the northern part of this country or in 
Europe. However, some acute cases did develop in southern 
Texas. Third, the average age of death was 460 years, which 
is about twice the average age of death reported from Northern 
countries. Dr. Parsons of Texarkana reported at the Texas 
state meeting last week a careful study of 500 cases of heart 
disease in his private practice, studied in a small town com- 
munity. He had many patients with rheumatic heart disease, 
and the average age of death of his patients was amazingly 
close to what we found. He found the average age of death 
in rheumatic heart disease patients in that northeastern Texas 
community to be 45 years. It is important to remember that 
all children with heart disease should be managed by the cardi- 
ologist in connection with the pediatrician. The child’s heart 
functions on the same physiologic principles as does the adult’s 
heart, and there is little reason for the old adage that children 
and adults react very differently to heart disease. The manage- 
ment of children with rheumatic heart disease should be a joint 
undertaking by the cardiologist and the pediatrician. 


The Sulfonamides and the War.—It would probably be 
no extravagance to claim for the sulfonamide group of drugs, 
as was once claimed for the discoveries of Pasteur and Lister, 
that they will succeed in saving more lives than all the wars 
can kill. It would certainly not be rash to prophesy that dur- 
ing the period of the present war they will prove to have saved 
lives, relieved suffering and shortened periods of hospitalization 
on such a scale as to make previous advances in medicochirur- 
gical practice (excepting only those due to Pasteur and to 
Lister) appear small indeed.—Ryle, John A.: The New Chemo- 
therapy, Guy's Hosp. Gas. 55:222 (Sept. 6) 1941. 
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In 1900, in what was apparently the first favorable 
discussion before the American Surgical Association of 
surgery for carcinoma of the stomach, W. J. Mayo! 
argued that the disease was essentially surgical and 
that the mere suspicion of its existence was justifica- 
tion enough for the physician to request the surgeon 


to open the abdomen. Five years later, speaking before 


the same association, he * demanded that patients with 
carcinoma of the stomach be admitted directly to surgi- 
cal wards, just as patients with carcinoma of the lip 
and of the breast were admitted directly to them, because 


‘the disease could be cured only by stirgery and because 
‘more patients were dying. from it than were dying 


after operation for it. He spoke with bitterness, for he 


chad recently seen in a medical ward, under the charge 


of a distinguished internist, 10 patients with gastric 
carcinoma on whom stirgery was not contemplated. 

In 1941, thirty-six years later, Mayo’s observations 
are still unhappily true. There are few hospitals, and 
certainly few general hospitals, in which the percentage 
of operability for carcinoma of the stomach is not small 
and in which the percentage of resectability is not far 
smaller. At Charity Hospital of Louisiana at New 
Orleans in the period extending from Jan. 1, 1922 to 
Jan. 1, 1941,* 1,921 patients were treated for carcinoma 
of the stomach. Of that number, only 619 were sub- 
mitted to surgery, and the nonsurgical deaths (366) 
outnumbered the surgical deaths (235) by more than 
50 per cent. To reduce the figures to the simplest pos- 
sible terms, of every 30 patients with carcinoma of the 
stomach at this institution only 10 are operated on, only 
2 of the 10 are submitted to gastrectomy and only 1 
of the 2 leaves the hospital alive (figs. 1 and 2). 

In 1933 we analyzed in detail the 200 most recent 
surgical cases of carcinoma of the stomach at this 
institution,* and since then we have frequently had 
the dubious though wholly deserved distinction of hav- 
ing our figures cited as probably closely approximating 
the true situation for the country at large.’ Unfor- 
tunately, the figures are entirely typical, and unfortu- 
nately the 200 most recent surgical cases from the same 
hospital do not present a much brighter picture (fig. 3). 
T he immediate surgical mortality was slightly lower, 
it is true, and the proportion of resections was some- 
what higher. On the other hand, the mortality for 
gastrectomy was practically stationary (at the appal- 
ling figure of approximately 56 per cent), and an 
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examination of the individual records discloses that the 
apparent improvement in resectability was due not so 
much to an increase in the number of resectable cancers 
as to an extension of the indications for resection. 

The other participants in this symposium will present 
a very different picture, though they will probably be 
the first to admit that at that it is none too bright. 
Operation has been possible in approximately half of 
the cases of carcinoma of the stomach under treatment 
at the Mayo Clinic over a period of years, and resection 
has been possible in a very large number of the operable 
cases ® without, I am sure, such an extension of indica- 
tions as accounted for the recent apparent improvement 
in this respect at the New Orleans Charity Hospital. 
In recent years, furthermore, the mortality of this 
operation at the Mayo Clinic has been reduced to what 
seems a truly irreducible minimum. 

It is well to fasten one’s eyes on the brilliant results 
of these and a few other institutions and surgeons and to 
endeavor to emulate them. But it should also be 
remembered that these results do not represent either 
the true incidence of resectable gastric carcinoma or 


Gt Charity Hospital of Louisiana at New Orleans ~ 


of every 50 patients with carcinoma of the stomach, 


only 10 can be submitted to surgery, 


only 2 
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and only ] of the ® leaves the hospital alive 


Fig. 1.—Estimated operability of carcinoma of the stomach and esti- 
mated mortality of gastrectomy. 


2 of the 10 can be submitted to gastrectomy, 


the true mortality of gastric resection. The real truth 
lies in the statistics that I have presented from the 
New Orleans Charity Hospital; in the 33 resections in 
111 cases collected by Rippy ? from the Nashville hos- 
pitals, in which the mortality was 30.3 per cent; in 
the 24 resections in 148 operable cases reported from 
the Bellevue Hospital by Abrahamson and Hinton,* in 
which the mortality was 58.2 per cent; in the 49 resec- 
tions in 201 surgical cases reported by Sauer ® from 
the Lenox Hill Hospital, in which the mortality was 
42.8 per cent; in the 19 resections in 120 cases reported 
by Oughterson ?° from the New Haven’ Hospital, in 
which the mortality was 52.6 per cent—these are the 
true figures of carcinoma of the stomach because they 
are the unselected figures. 

The patients operated on at the large private clinics 
of the country, as Abrahamson and Hinton point out, 


6. Balfour, D. C.: Factors of Significance in the premnenia of Cancer 
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7. Rippy, E. L.: Cancer of the Stomach: el from a Study 
of 200 Cases, South. Surgeon 8: 359-372 (Oct.) 1939. 

8. Abrahamson, R. H., and Hinton, J. W.: ‘arcinoma of the 
Stomach: Review of 444 Cases to Emphasize the Inadequacy of Present 
Methods for an Early Diagnosis, Surg., Gynec. & Obst. 71: 135-141 
(Aug.) 1940. 

9. Sauer, P. K.: Carcinoma Following Gastric and Duodenal Ulcer, 
Surg. 102: 995-1002 (Dee.) 1935. 

Oughterson, A. W.: End Restits in the Treatment of Carcinoma 
of Stomach, Yale J. Biol. & Med, 4: 711-728 (May) 1932. 
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are a selected group, selected first by the physicians 
who refer them to the clinics and selected even more 
strictly there by highly trained internists and surgeons. 
The social levels from which patients are derived also 
cannot be ignored. Foss"! spoke only the truth when 


Qt Charity Hospital of Louisiana at New Orleans - 


of ed 10 patients operated on for carcinoma 
of the stomach. 


5 are submitted to palhative operations, 


3 are submitted to exploration, 


and 2 are submitted to gastrectomy. 


only 1 of whom leaves the hospital alive - 


Fig. 2.—Estimated distribution of surgical procedures in carcinoma of 
the stomach and estimated mortality of gastrectomy. 


he explained the difference between his own proportions 
of resection and simple exploration (5 per cent and 57 
per cent respectively) and Lahey’s proportions in a 
similar series (25 per cent and 36 per cent respectively ) 
as due to the different sources of the clientele ; his own 
patients come chiefly from rural districts, whereas 
Lahey’s come chiefly from urban districts. 

Such differences help to explain the status of carci- 
noma of the stomach at the New Orleans Charity Hos- 
pital, where further difficulties are introduced by the 
large Negro population, approximately 45 per cent of 
Two Series (200 cases ~~ of Surgical Cases of Carcinoma 
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Fig. 3.—Two series of surgical cases of carcinoma of the stomach, 


the total number of admissions. The Negro incidence 
of gastric carcinoma is disproportionately high at this 
institution ; this race is notoriously indifferent to early 
siens of illness, and the problems introduced by the 
racial distribution only those who have treated 


Southern Negroes can possibly understand. 
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FACTORS OF MORTALITY 

The distribution of operations in the second Charity 
Hospital series as compared with the first (fig. 3) 
reflects the changes which have come to pass in recent 
years in the surgical concept of carcinoma of the 
stomach. The increased number of gastrectomies, in 
comparison with the decreased number of gastroenter- 
ostonties, is a reflection of the conviction that gastro- 
enterostomy has a very limited field and often is little 
more than a hopeless procedure which “enables the 
patient to live longer and suffer more,” whereas 
gastrectomy, with only a slightly greater risk, offers a 
much greater prospect of temporary relief if not of 
permanent cure. The decreased number of gastros- 
tomies and similar procedures is a reflection of the con- 
viction that operations of this type are usually of very 
little help, especially in patients of the lower social 
levels, for whom postoperative feeding presents 
insuperable obstacles if they should survive long enough 
to be dismissed from the hospital.'* 

For the high death rate with which every type of 
operation, including simple exploration, was associated 
in both these series there are several possible reasons. 
Part of the mortality is undoubtedly to be attributed 
to technical errors and to poor surgical judgment. Part 
of it is undoubtedly to be attributed to the fact that the 
400 operations were performed by sixty-two surgeons, 
in contrast to the concentration of gastric surgery in 
the hands of a small group of surgeons, which is the 
practice at most private clinics, and in sharper contrast 
to the suggestion of certain authorities that only a 
limited number of surgeons in each community should 
undertake gastrectomy. The most important reason for 
the high mortality, however, is that even when these 
patients are properly prepared for operation most of 
them still present very poor surgical risks. They have 
little resistance ; they frequently have associated cardiac, 
cardiovascular and renal diseases and it does not take 
much to turn the tide against them, particularly when, 
as in gastric resection, the surgeon is working near the 
very limits of human endurance. 

The question immediately arises, in view of the high 
mortality with which it seems always to be associated 
in large general hospitals, whether surgery for carci- 
noma of the stomach is justified. There are many 
reasons why the answer should be yes. One is that even 
in the most hopeless-seeming case there is still a 
gambler’s chance that something can be done for com- 
fort even if no real salvage is possible. The thesis is 
perfectly correct that no attempt should be made to 
keep the surgical mortality of gastric carcinoma at a low 
level by refusing to subject to exploration, and to 
radical resection if it is at all possible, the patients who 
are at the borderline of operability. 

Another justification of the risk involved in surgery 
is the success that is sometimes achieved even in the 
most unlikely case. Charity Hospital has no follow-up 
system, and of the 41 patients who left the hospital 
alive after gastrectomy the status of only 20 is known. 
Thirteen of the 20 are known to have died within from 
twenty-four hours to four years after discharge from 
the hospital; one of these deaths was due to an acute 
cardiac state and another occurred after ventral 
hernioplasty, the patient having no evidence of a recur- 
rent malignant condition. Two other patients were 
hopelessly ill when last seen. On the other hand, 5 
are known to be alive and well at the end of eight 
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months, ten months, ten years (2 patients) and eleven 
years respectively after operation. 

These results are probably as good as could be 
expected under the circumstances, for the circumstances 
were not favorable. The outcome of operation depends, 
first of all, on whether or not the growth has metas- 
tasized. There was clinical, operative or postmortem 
evidence of metastases in 153 cases in the first Charity 
Hospital series and in 150 in the second. When the 
disease has spread beyond the site of origin, as it is 
known to have done in 303 of these 400 cases (more 
than 75 per cent), relief can sometimes be effected but 
cure can never be achieved. 

The ultimate justification for the risk of surgery in 
carcinoma of the stomach is, of course, that without 
operation the death rate in this disease is precisely 100 
per cent. With one proviso, that the patient must have 
had the benefit of the best surgical judgment and 
surgical skill that is available, the surgeon need not 
reproach himself if operation fails. Under those cir- 
cumstances, as Cheever '* has compassionately expressed 
it, he has been the agent of relief in whatever way 
relief may come. 


THE PROBLEM OF DIAGNOSIS 

As always in carcinoma of the stomach, the ultimate 
cause of every death in this series was related to the 
symptoms. The symptoms developed insidiously, they 
were ignored by the host, or the physician who was 
consulted failed to realize their possible gravity. When 
most of the patients were seen in the hospital, diagnosis 
required no particular astuteness, and a discussion of 
why the disease was not recognized earlier was usually 
water over the dam. A majority of the victims fell 
into the category which is always incorrectly and always 
regrettably termed classic; that is, the initial syndrome 
was completely lost in the final picture of emaciation, 
starvation, dehydration and toxemia. These are not the 
symptoms of carcinoma, they are its end results, and the 
only fact worth emphasizing about them is the almost 
unbelievable rapidity with which they often come to 
pass. 

When the disease was traced back to its origin, there 
was practically no symptom or sign, initial or terminal, 
which was not represented in these 400 patients, includ- 
ing various kinds of indigestion and dyspepsia, epigas- 
tric distress, actual pain, anorexia, eructations, heart 
burn, dysphagia, nausea and vomiting, hematemesis, 
malaise, easy fatigue, dyspnea, loss of weight and masses 
in the epigastrium. Pain, which is not usually regarded 
as an early symptom of gastric cancer, was present 
in well over half the patients, but there was nothing 
constant about it except its presence. Often it was 
severe enough and continuous enough to overshadow 
earlier symptoms until the patient was specifically ques- 
tioned about them. Loss of weight, which is also not 
an early symptom, was present in 85 per cent of the 
patients, 40 of whom had lost from 50 to 100 pounds 
(23 to 45 Kg.), often in periods of less than six months. 
Palpable masses, which again are not early manifesta- 
tions, were present in 174 patients, 79 of whom died 
after operation, Other conditions that demonstrated 
how late was the hour included ascites, dilatation of 
the superficial abdominal veins, jaundice and dependent 
edema. Hiccups, which Welch '* listed as a significant 
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though unusual symptom, were present in a number of 
instances and apparently deserve more attention than 
they receive. 

Sometimes digestive symptoms were completely lack- 
ing or were so slight that they were elicited only when 
leading questions were asked about them. Sometimes 
the onset was abrupt, with obstructive vomiting or 
hematemesis or, in 1 instance, with perforation. It 
might be interpolated that this accident is not as unusual 
as it is ordinarily supposed to be, at least among patients 
of this social level; eleven perforations, nine of which 
were recent, were found among the 400 patients. Often 
the patient could trace the beginning of his illness 
to some particular and often very trivial circumstance. 
Thus 1 had never felt well since he had drunk a pint 
of cold milk, and another since he had drunk an exces- 
sive quantity of water. In some instances the indiges- 
tion was frankly of the qualitative type and the foods 
could be named which produced the discomfort. One 
patient throughout his illness, as in the case reported 
by Gaines,'® complained only of dyspnea and abdominal 
discomfort. Another patient had ignored his symptoms 
because he had had a similar attack eighteen years 
before, from which he had recovered without treatment. 

Some patients dated their symptoms from an unre- 
lated illness, usually influenza, from which they had 
never fully recovered. Whether their stories were cor- 
rect or whether their symptoms became prominent then 
merely because their resistance was lowered is not pos- 
sible to say. Sometimes intercurrent conditions over- 
shadowed the symptoms of the cancer. Thus 1 patient 
had been under treatment for pulmonary tuberculosis, 
which he actually had. In 2 instances, digestive symp- 
toms developed, or more probably became evident, when 
the patients were hospitalized, 1 for incision and drain- 
age of an ischiorectal abscess, the other for prostatec- 
tomy, after which hematemesis occurred. Two patients 
had had full term deliveries, 1 a month and 1 a year 
before hospitalization; in each instance the symptoms 
of the cancer and the events of the pregnancy were 
hopelessly and fatally confused. Moynihan’?® once 
stated that, as one read the histories of a series of 
patients with carcinoma of the stomach, one was driven 
to wonder whether all the patients could possibly have 
the same disease. The same wonder is logical as one 
considers the various syndromes presented by the 
patients in these two series. 

A final group of patients, however, fell into a single 
category. In the combined series of 400 patients, 101, 
just over 25 per cent of the total number, presented 
histories more or less definitely suggestive of gastric 
ulcer. Sometimes there was no clearcut history of 
altered symptoms, sometimes there had been a recent 
alteration, which many times the patient, long used to 
digestive troubles, had entirely ignored. Whatever the 
course of events, the stories suggested the ulcer syn- 
drome. Of this important group more will be said 
later, for in it is found the greatest chance of improve- 
ment in the end results of carcinoma of the stomach. 

When these cases are analyzed from the standpoint 
of duration of symptoms, still further confusion is intro- 
duced. Symptoms had been present from one month 
to five years in the cases in which gastrectomy was 
performed and from a few days to twenty years in 
the remaining cases. Two hundred and twenty-five 
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patients, 182 of whom had inoperable cancers, had 
symptoms of less than six months’ duration. That these 
figures represent the true duration of malignant disease 
is in the highest degree unlikely. Malignant disease 
does not develop in a few days, nor does it last for 
twenty years. Furthermore, it is paradoxic as well as 
depressing to contemplate the fact that patients who 
have been ill for a long time seem, on the whole, to 
have a better chance of cure than patients who have 
been ill for brief periods of time. The explanation of 
the paradox is obvious: rapidly growing, highly malig- 
nant tumors frequently make themselves evident before 
slowly metastasizing, less virulent tumors. The most 
important consideration of this phase of the discussion, 
however, is none of these things but rather the recollec- 
tion that it is the realization of his symptoms rather 
than the fact of their presence which brings the patient 
to the physician. This is one reason why Negroes, who 
have a low threshold of sensibility, so often present 
inoperable disease. 

Although the majority of the patients in both series 
were in the so-called cancer age (the range was from 
21 to 79 years), 34 patients were between 30 and 40 
and 4 others were between 21 and 29. In other words, 
approximately 1 in every 10 patients was under the 
age at which cancer is ordinarily looked for. As a 
matter of interest it might be mentioned that 25 of 
the 38 patients under 40 years of age were Negroes; 
our observations substantiate Gaither’s ‘7 statement that 
this disease develops at an earlier age in Negro than 
in white subjects. McNeer,'* in a collective study of 
cancer of the stomach in patients under 30 years of 
age, has recently pointed out that the high mortality 
usually associated with the disease in youth is due not 
so much to its inherent virulence as to the fact that 
the condition is seldom considered as a diagnostic 
possibility in young persons and the disease is therefore 
far advanced by the time surgery is undertaken. 

The laboratory examinations in this study need no 
special discussion. Roentgenography was employed in 
every case in which it was not contraindicated, and 
gastroscopy was used in a fair proportion of the later 
cases in the second series. Both were correct for more 
than 95 per cent of the cases in which they were used, 
which is no tribute to the skill of the radiologist or 
to the possibilities of gastroscopy but merely additional 
evidence of the stage to which the disease had usually 
advanced. Most of the patients on whom gastric analy- 
ses were performed showed hypoacidity or anacidity, 
but a fair number had either normal acidity or hyper- 
acidity. Most of the patients on whom blood studies 
were carried out had anemia, sometimes of an extreme 
degree even when the factor of hemorrhage was not 
present to account for it. Leukocytosis was observed 
in a certain proportion of cases, and the leukopenia 
observed in a small number may be an index of the 
degree to which this disease sometimes reduces the 
resistance of the host. 


THE PROSPECT FOR IMPROVEMENT 

How then, in the face of this confusion of symptom- 
atology, is the status of carcinoma of the stomach to be 
improved at such an institution as Charity Hospital of 
Louisiana at New Orleans? The outlook, if one faces 
the situation honestly, is not encouraging. All the 
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odds are against success when one is dealing with 
patients, particularly Negro patients, in whom educa- 
tion in matters of health is always difficult and fre- 
quently impossible. 

The outlook, generally speaking, would be vastly 
better if certain circumstances could be brought to pass. 
The problem would be largely solved if every person, 
at least over a certain age, could be induced to submit 
to routine physical examination and if roentgenologic 
studies could be made part of the routine; if gastros- 
copy could be employed as a routine to demonstrate 
possible gastritis, which is a presumably precancerous 
state; if gastric analysis could be employed as a routine 
to demonstrate lowered gastric acidity, which is sup- 
posed to be a precursor of the disease. These objectives, 
however, are utopian, and it is merely wishful thinking 
to believe that they can ever be achieved. The crux 
of the problem is first to catch the patient and then to 
detain him when he is caught, and neither of these aims 
is very often brought to pass. Unless symptoms direct 
attention to the stomach, gastroscopic examinations, 
roentgenologic examinations and gastric analyses are 
not likely to be made at all, let alone repeated, even on 
patients of the upper social levels and certainly not on 
the patients treated at large public hospitals. 

The whole responsibility, therefore, devolves on the 
physician, whose task is threefold: 1. He must interpret 
such symptoms as the patient may complain of while 
they are still obscure. 2. He must refrain from the 
medical treatment of so-called functional indigestion 
and supposed peptic ulcer unless he is absolutely certain 
of the correctness of his diagnosis. 3. He must reduce 
the interval between the time he sees the patient and the 
time the surgeon operates on him. 

1. The list of symptoms and signs present in these 
400 cases of carcinoma of the stomach could, in their 
incipiency, have meant anything or nothing. Many of 
them were in no way indicative of the gravity of the 
underlying pathologic process, nor were they any more 
urgent than the symptoms of other, less fatal disease. 
ne way to improve the present results in gastric 
cancer is to appreciate how serious they may be. 

In the early stage of the disease nothing takes the 
diagnostic place of a carefully taken history, first as 
supplied voluntarily by the patient and later as dragged 
out of him by leading questions. Moynihan urges 
that the history take note “of the earliest departure 
from health of which the patient has knowledge,” and 
Cooper *° advises that it be secured “by carefully 
planned questioning regarding former dietary habits to 
contrast with the present reactions to food.” Even 
with the most carefully interpreted history, however, 
diagnosis in the case which can be helped is usually 
based chiefly on suspicion. As Saltzstein and Sand- 
weiss *' express it, the concept that mild indigestion 
after middle age unrelieved promptly by treatment 
warrants surgical exploration and, for so serious a con- 
dition as possible gastric carcinoma, must be grasped 
as a new clinical entity by most physicians before much 
headway in control will be evident. Unless suspicion 
is aroused, roentgenologic examinations, gastroscopic 
examinations and gastric analyses will not be under- 
taken. I¢xploration in the face of entirely negative 
roentgenologic films is not likely to be necessary very 
often if the examinations are properly made, are 
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repeated at frequent intervals and are interpreted each 
time by the same radiologist, who should also be of a 
suspicious nature. We have pointed out elsewhere * 
that there is no warrant for the scorn with which some 
radiologists speak of the type of report which used to 
be returned almost as a routine: “This patient has a 
filling defect, the exact nature of which can _ be 
determined only by surgical exploration.” It would. 
profit a great many patients if their reports still carried 
the same explicit statement and the same implied 
warning, and if the admonition were generally heeded. 

2. Definite improvement is possible in the group of 
patients—25 per cent of the combined Charity Hospital 
series and as large a percentage in many other reported 
series—who had a positive or possible history of gastric 
ulcer. That this number of patients actually had ulcers 
it would be folly to claim, but that is not the point. 
The point is that more than half of this group had 
treated themselves for ulcer, according to advice given 
daily and freely by radio, or had been treated for it 
by their private physicians or in the wards and out- 
patient dispensaries of the hospital. 

These figures are not unique. They are duplicated 
in Oughterson’s report, in Saltzstein and Sand- 
weiss’ *! report, in Cooper’s *° report and in Alvarez’s ** 
illuminating study of how physicians conduct them- 
selves when they have carcinoma of the stomach. 
Moynihan '* has listed as one of the causes of the high 
mortality of gastric cancer the success of the medical 
treatment of cancer which masquerades as ulcer, and 
his observation is wise. When treatment is successful, 
patients of the intelligent class are likely to slip away, 
and patients of the class treated at Charity Hospital 
are likely to slip away much faster. Many of the 101 
patients in the ulcer history group in this series had 
been relieved by treatment, yet most of them had 
inoperable cancer, and 41 of them died in the hospital. 

The ulcer-cancer argument has become extremely 
acrimonious, but as a matter of fact only two considera- 
tions are really important. One is that, once the transi- 
tion from ulcer to cancer is admitted, the possibility 1s 
established, and debate over the proportion of cases in 
which the transition occurs is merely academic. The 
second is that in some cases there is no possible way of 
determining, short of surgical exploration and not 
always then, which supposed ulcers are really ulcers, 
which are cancers or which have become cancerous 
under treatment. The clinical, roentgenologic and 
laboratory evidence of ulcer is always proved unreliable 
when, as not infrequently happens, the victim dies of 
cancer. The law of averages is of small assistance 
when one is dealing with a single patient. He may be 
the 1 in 10 or the 1 in 100 against whom the cards 
are stacked, and a guess, as Moynihan ’’ has said in 
this connection, is “a poor peg on which to hang a man’s 
life.” 

Physicians who undertake to treat supposed benign 
ulcers or supposed functional dyspepsia by medical 
measures must therefore be very sure of their ground, 
even if the treatment is only tentative. The therapeutic 
test is nowhere more precisely carried out than at the 
Lahey Clinic under the criteria devised by Jordan,”* 
but such preciseness is by no means the general rule. 
Furthermore, time, which cannot be bought back, is 
always lost under medical treatment, however carefully 
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it is administered, and the delay of a therapeutic test 
may be enough to transform a resectable growth into 
an inoperable one. Gastrectomy is always preceded by 
exploration, and exploration should not be deferred 
indefinitely. In gastric cancer there always comes a 
day when for the last time resection is possible and 
another day when for the first time it is impossible, 
but it is not given to either the physician or the surgeon 
to know when those days will come. 

In this connection, another word of warning should 
be issued. Two patients in the Charity Hospital series 
entered the hospital complaining of the same symptoms 
for which shortly before they had been submitted to 
appendectomy through McBurney incisions and which 
were proved to be caused by cancer of the stomach. 
Ochsner ** has personally observed 6 such cases. One 
way of improving the results of gastric carcinoma 
would seem to be to make the diagnosis of chronic 
appendicitis with very great caution in the so-called 
cancer years, and never to perform an appendectomy 
at this time of life through a McBurney incision. 

3. Any improvement in the results of gastric cancer 
rest first with the patient. Until he presents himself to 
the physician no treatment is possible. Once he has 
sought medical advice, however, the responsibility 
becomes the physician’s, who must turn him over to 
the surgeon without delay. In other words, as Hunt *° 
expresses it (he is a surgeon who advocates gastrec- 
tomy to the limit of possible indications), the patient’s 
hope of salvation lies not in the surgeon but in the 
medical man whom he first consults. Cooper *° has 
recently demonstrated statistically the correctness of 
this observation, and my own series proves it, too. 

The idea is not new. Welch,'* writing in 1885, called 
attention to it then. He was speaking of gastrectomy, 
of which his opinion was necessarily low, since it was 
based on 27 fatalities in 37 cases, when he said “It 
is therefore but a feeble glimmer of hope which is 
now admitted to the hitherto relentlessly fatal forecast 
of this disease. . . . These results are certainly not 
calculated to awaken much enthusiasm for the opera- 
tion.” It is highly significant that, feeling as he did, 
he should have continued: ‘The opinion entertained 
by the physician as to the propriety of surgical inter- 
ference in gastric cancer is not. . .a matter of indif- 
ference, for cases of gastric cancer come first into the 
hands of the physician, and generally only by his recom- 


-mendation into those of the surgeon.” 


In short, in what Mayo said in 1900,! in what 
Welch '* wrote in 1885, lies the clue to such improve- 
ment in the results of cancer of the stomach as we are 
likely to achieve in the present state of our knowledge. 
The basic problem, when once the patient presents 
himself to the physician, is how soon the physician turns 
him over to the surgeon, how soon the surgeon operates, 
on suspicion if he cannot positively eliminate the pos- 
sibility of gastric carcinoma. I do not in any way desire 
to detract from the heavy responsibilities which are 
carried by the surgeon who operates for gastric car- 
cinoma when I point out that, as matters now stand, 
the lessening of those two intervals seems, at least in 
public hospitals, to offer the greatest hope of improving 
the present tragic results in this disease. 
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SUMMARY AND CONCLUSIONS 

Over a period of years only 2 of every 30 patients 
treated for carcinoma of the stomach in the New Orleans 
Charity Hospital could be submitted to gastrectomy, 
and the immediate mortality for this operation was more 
than 50 per cent. The 200 most recent surgical patients 
present very little real improvement over a similar 
series reported eight years ago. Most of the patients 
in both series had advanced disease, and this fact 
accounts chiefly for the high mortality and the poor 
end results. Figures such as these represent the true 
status of carcinoma of the stomach. An analysis of 
the series shows that in patients of this social level, 
many of whom are Negroes, improvement in results 
rests chiefly with the physician. He must accustom 
himself to suspect carcinoma in the most unlikely 
instances, to make the diagnosis on the history because 
in the earliest stages of the disease other methods are 
frequently not helpful, and to institute medical treatment 
for supposed gastric ulcer with the greatest circum- 
spection, and only in patients who can be kept under 
constant observation. The most practical single method 
of reducing the mortality and improving the end results 
in carcinoma of the stomach is to shorten the interval 
between the time the patient first consults the physician 
and the time operation is performed—on suspicion if 
the possibility of malignant disease cannot be established 
in any other way. 
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In 1939 Livingston and Pack,’ after a review of 
nearly a thousand articles dealing with the treatmesit 
of cancer of the stomach, assembled for examination 
reports from all parts of the world of 14,000 cases of 
cancer of the stomach in which gastrectomy had been 
performed. They were able to find at that time but 
3,000 reported cases in which gastric resection had 
been performed by American surgeons. 

Some of the most important questions to which they 
sought an answer were (1) the applicability of 
excisional surgery, or the percentage of the total num- 
ber afflicted with the disease for whom extirpation is 
feasible; (2) the risks involved in efforts to remove 
the carcinoma, and (3) the effectiveness of gastrectomy 
wher this can be successfully performed. 

In an attempt to answer these questions as well as 
to classify all of our cases of cancer of the stomach in 
certain definite standard groups as suggested by Liv- 
ingston and Pack, several members of the staff of the 
Mayo Clinic with the assistance of Dr. Everett B. 


From the Division of Surgery, Mayo Clinic. 

Read before the Section on Surgery, General and Abdominal, at the 
Ninety-Second Annual Session of the American Medical Association, 
Cleveland, June 4, 1941. 
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Lewis * have reviewed all the cases of malignant lesions 
of the stomach seen in the years 1907 to 1938, inclusive. 
Sustained work over a period of more than two years 
by Dr. Lewis and ourselves with the cooperation of 
the Division of Biometry and Medical Statistics of the 
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Chart 1.—Survivals after operation among total patients observed who 


had carcinoma of the stomach. 


Mayo Clinic has enabled us to present a brief sum- 
mary of some of the most important data* (charts 1 
and 2). 
SYMPTOMATIC PICTURE 

Although a little more than half of the patients pre- 
sented what is commonly described as the usual pic- 
ture of cancer of the stomach, which refers to a 
symptom complex in which dyspepsia is associated with 
various degrees of disturbance of gastric motility and 
various degrees of decline, approximately a third of 
the patients whose lesions were resectable had symp- 
toms which included the so-called ulcer syndrome and 
in practically the same proportion this ulcer syndrome 
appeared as the first symptom (table 1). Of even 
greater importance was the fact that when patients 
who had this ulcer type of history were placed on a 
nonsurgical ulcer regimen 80 per cent had a temporarily 
effective response with relief from pain, suggesting, 
therefore, a benign ulceration. 


ROENTGENOLOGIC DIAGNOSIS 


Modern developments in the field of diagnosis, 
particularly roentgenologic, of lesions of the stomach 


who survived operation 
100% 


year Survivors 
58.8% 5S year survivors 
year survivor's 
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Chart 2.—-Survivals among patients in whom the lesion was successfully 
resected. 


and duodeum have decreased the possible error in 
failing to demonstrate lesions in a low percentage of 
cases and, when added to this #s the opportunity to 
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subject to gastroscopy patients who are believed to 
have gastric lesions which fail to show in the roentgeno- 
gram, this possible error is reduced further to a 
high degree. The fact remains, however, that there 
are some cases in which the roentgenologist is unable 
to determine whether the gastric lesion is benign or 
malignant, the roentgenologist’s report in such a group 
of patients being that of gastric ulcer (table 2). It 
is in this group of cases, in which the lesion is a 
localized malignant ulcer, that advocates of a routine 
course of medical therapy may delay operation to a 
time when extension of the lesion or metastasis makes 
complete removal difficult and sometimes impossible. 
In our series of cases, although there was a failure to 
demonstrate the presence of a gastric lesion in but 1 
per cent of the cases in which resection was performed, 
10 per cent of gastric carcinomas were reported as 
gastric ulcers.* 

In 1939,° among 131 cases in which gastric resection 
was performed for malignant lesions of the stomach, 
the roentgenologist reported “gastric ulcer” in 9, or 7 
per cent of the cases, and in all these an ulcerating 
adenocarcinoma or carcinomatous ulcer was found at 
operation. In 3 of the 9 cases in which the lesion was 


Taste 1.—Carcinoma of the Stomach, 1907-1938: 
Type of Symptomatology 


Palliative 
Operation and 
Resection Exploration Total 

Num- Per Num- Per Num- Per 

First Symptom ber Cent ber Cent ber Cent 
1,370 49.4 1,873 54.0 3,243 52.0 
916 33.0 820 1,736 278 
187 6.7 315 9.1 502 8.0 
Hemorrhage............ 26 0.9 56 1.6 82 1.3 
273 9.8 406 11.7 679 10.9 

2,772 100 3,470 6,242 100 


reported as “gastric ulcer” there was a malignant 
lesion of grade 4 (Broders’ method), in 3 of grade 3, 
in 1 case of grade 1 and in 2 cases grading was not 
done. 
RESECTABILITY 

In many instances roentgenologists at the clinic have 
attempted to progress even further in their efforts to 
aid the clinician and have expressed an opinion as to 
the operability of the lesions which they see roentgeno- 
logically. Of the cases in which surgical exploration 
was undertaken, although the lesion was considered 
roentgenologically to be inoperable or of doubtful oper- 
ability, the lesion in 20 per cent proved to be resectable. 
With recognition of this error of interpretation in recent 
years the percentage of patients who have been sub- 
jected to exploratory operation for cancer of the stom- 
ach has increased progressively, and likewise the rate 
of resectability has increased, the latter because of thie 
willingness to remove, if possible, every malignant gas- 
tric lesion that has not metastasized to regions from 
which it cannot be removed. 


4. Priestley, J. T.: Report on Surgery of the Stomach and Duo- 
denum, 1939: Duodenal Ulcer, Proc. Staff Meet., Mayo Clin. 15: 707- 
709 (Nov. 6) 1940. Gray, H. K.: Report on Surgery of the Stomach 
and Duodenum, 1939; Gastric Ulcer, Proc, Staff Meet., Mayo Clin. 153 
710-711 (Nov. 6) 1940. 

5. Walters, Waltman: Report on Surgery of the Stomach and Duo- 
denum, 1939; Malignant Lesions of the Stomach, Proc. Staff Meet., 
Mayo Clin. 15: 712-717 (Nov. 6) 1940. Priestley. Gray. 
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TREATMENT AND RESULTS 
Mortality Rate—Fifty-eight per cent of the 11,000 
patients for whom diagnosis of malignant lesion of the 
stomach was made at the clinic between the years 1907 
and 1938, inclusive, were subjected to surgical explora- 


TasLeE 2.—Carcinoma of the Stomach: Cases in Which 
Resection Was Performed; Roentgenologic 
Diagnosis of Lesion 


Roentgenologie Diagnosis Patients Per Cent 
Gastric lesion 319 12.9 


* Three hundred and three of the total 2,772 patients on whom resec- 
tion was performed had no roentgenologie examination. 


tion in the hope that removal of the lesion would be 
found possible. In 45 per cent of this group of cases 
the lesion was removed, which is 26 per cent of the 
original total group observed. The average mortality 
rate for the 1907-1938 series of cases in which resec- 
tion was done was 16 per cent. 

In 1940,° 260 patients were operated on for malig- 
nant lesions of the stomach and these constituted 53 
per cent of those on whom a diagnosis of malignant 
lesions of the stomach had been made. Partial gas- 
trectomy was performed in 117, or 45 per cent of the 
cases in which operation was performed, and _ total 
gastrectomy was performed in 8 cases. For the com- 
bined group of partial and total gastrectomy the hos- 
pital mortality rate was 8.8 per cent. 

In the 1907-1938 series in many cases of inoperable 
cancer palliative operations, such as gastroenterostomy, 
were performed and in these cases the average hospital 
mortality rate was 12.3 per cent. This emphasizes the 
high risk of palliative procedures for irremovable malig- 


TasLe 3.—Carcinoma of the Stomach, 1907-1938: Cases 
in Which Resection Was Performed 


Patients and Hospital Deaths by Age and Sex 
Men Wome 


Total 
Hospital Hospital Hospital 
Deaths Deaths Deaths 
Age, Pa- Num- Per Pa- Num- Per Pa- Num- Per 
Years tients ber Cent tients ber Cent tients ber Cent 
20-29 14 0 ere 10 0 eee 24 0 
30-39 133 9 6.8 50 1 2.0 183 10 5.5 
40-49 21 47 11.2 142 7 4.9 563 o4 9.6 
50-59 7R0 34 17.2 211 30 14.2 991 164 16.5 
60-69 OAT 147 22.7 185 32 17.3 R32 179 21.5 
70+ 128 3 23.4 51 13 25.5 179 3 24.0 
Total 2,123 367 17.3 619 &3 12.8 2,772 450 16.2 


nant lesions and points to the need of caution in the 
employment of such conservative and palliative pro- 
cedures, unless the lesion is producing almost complete 
obstruction. 


MORTALITY RATE AS RELATED TO AGE 


The hospital mortality rate for younger patients was 
considerably lower than for older patients. Among 24 
patients in the age group from 20 through 29 years 


6. Walters, Waltman; Gray, H. K., and Priestley, J. T.: Unpublished 
data. 
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who underwent resection no deaths occurred (table 3). 
The mortality rate among 183 patients in the age group 
from 30 through 39 years was 5.5 per cent and among 
563 patients between 40 and 49 years it was 9.6 per 
cent. In the age group from 50 years upward the 
mortality rate increased progressively by decades, being 
24 per cent among 179 patients aged 70 years or more. 
The average mortality rate in the 2,772 cases of resec- 
tion for carcinoma of the stomach for all age groups 
was 16 per cent. 


TYPES OF OPERATIONS 


Generally speaking, the most frequent type of opera- 
tive procedure in cases of gastric carcinoma was the 
posterior Polya resection, 1,264, or 46 per cent, of the 
2,772 resections having been of this type. This type of 
operation has been, and continues to be, the most gen- 
erally used in cases of partial gastrectomy. 

The anterior Polya-Balfour method was used in 
639 cases, or 24 per cent; the Billroth Il was used in 
437 cases, or 16 per cent, and the Billroth | was used 
in 170 cases, or 6 per cent. Segmental resection and 
local excision of the lesion were performed in 215 cases 
and total gastrectomy in 27 cases. 


Taste 4.—Survival Rates in Cases of Carcinoma of the 
Stomach in Which Resection Was Performed 


Patients Survived Beyond Survival 
Period Who Indieated Period Rate 
After Survived co A — Adjusted 
Leaving Operation Per Cent of for Normal 
Hospital, - Traced Death Rate, 
Years Total Traced Patients Patients per Cent 
5 1,968 1,951 564 28.9 32* 
10 1,585 1,557 317 20.4 
15 1,053 1,033 157 15.2 
20 630 620 65 10.5 
25 308 302 19 6.3 


* Survival rate beyond five years approached that of the normal 
population. 

The Billroth I operation has been used less fre- 
quently in this country than abroad in the treatment 
not only of malignant lesions but also of benign lesions 
of the stomach and duodenum. Some of the reasons 
for this, among others, are that the operation can be 
applied to a relatively few patients and in the mind of 
some seems to carry a higher operative risk than that 
of the indirect type of anastomosis used in the Polya 
resection. However, it is an interesting fact that for 
the series in this study the mortality rate for the Bill- 
roth I type of operation was the lowest in the series, 
being 11.2 per cent in the 170 cases, whereas the 
mortality rate for the posterior Polya was 15.2 per 
cent in 1,264 cases. In studying survival rates, the 
Billroth I method also stands out as an excellent pro- 
cedure. One of the reasons for the lower mortality 
rate for the Billroth I type of resection is that it usually 
is applied only in cases in which the lesions are reason- 
ably small and occupy the lower third or the lower 
half of the stomach and in cases in which there 1s 
sufficient motility of the duodenum so that the remain- 
ing portion of the stomach can be approximated to the 
duodenum without tension. 


SURVIVAL KATE 
In studying the survival rates according to the type 


of operation it is an interesting fact that 34.8 per cent ' 
of those patients who were subjected to the Billroth [ 


7. Without adjustment for normal death rate. See corrected figures 


in next paragraph, 
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operation lived five or more years after leaving the 
hospital, whereas 28.9 per cent’ of those subjected to 
the posterior Polya operation lived five years or more 
after leaving the hospital. The five year survival rate 
for patients who had been subjected to the anterior 
Polya-Balfour procedure was slightly lower. 

The five year, ten year, fifteen year, twenty year 
and twenty-five year survival rates are shown in 
table 4. The rates concern those patients who did 
not succumb to the operation; that is, deaths in the 
hospital are not included. All deaths, from whatever 
cause, which occurred after patients left the hospital 
are included, and since the normal death rate for a 
group of persons of the ages of these patients is con- 
siderable, a more nearly true picture of the mortality 
rate for carcinoma of the stomach is obtained if the 
rates are adjusted for the normal death rates. The 
five year survival rate for those patients who under: 
went resection is 29 per cent, and when this is adjusted 
for the normal death rate it is 32 per cent. The ten 
year survival rate is 20 per cent, and when it is adjusted 
for the normal death rate it is 25 per cent. The fifteen 
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Chart 3.—Survival rates after leaving bonnie compared with those of 
normal population. Survival rates are plot on a logarithmic scale, so 
that the slope gives the death rate at any eo Ad time and allows for 
direct comparison of curves. 


year survival rate was 15.2 per cent,® twenty year 
rate 10.5 per cent and the twenty-five year rate 6.3 
per cent. 


Survival Rate According to Metastasis and Exten- 
sion.—In 1,968 cases in which resection was performed 
the factors of glandular metastasis and extension were 
studied to determine their effect on the prognosis. Of 
the patients who did not have extension or glandular 
metastasis, 44.7 per cent lived five years after leaving 
the hospital. Of the patients who had direct extension 
of the lesion to adjacent tissue, 39.1 per cent lived 
five years. Of the patients who had glandular metasta- 
sis, 17.3 per cent lived five years, and of those who 
had glandular metastasis and direct extension the five 
year survival rate was practically the same (table 5). 

Survival Rate in Relation to Degree of Malignancy. 

—FBroders’ index of malignancy for many years has 
been a most reliable measuring stick and its accuracy 
is borne out in the present study. The five year sur- 
vival rates after resection were as follows: 86.2 per 
cent in cases in which the lesions were grade 1, 58.8 
per cent in cases in which the lesions were grade 2, 
30.2 per cent in cases in which the lesions were grade 3 
and 23.3 per cent in cases in which the lesions were 
graded 4 (table 6). 


Survival rate beyond five years approaches that of the normal 
population (chart 3). 
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Survival Rate as Related to Age—lIt is believed 
commonly that malignant lesions as they occur among 
younger patients are of a more fulminating character 
than those which afflict older persons and that, there- 
fore, the results of treatment of carcinoma among 


Taste 5.—Five Year Survival Rates According to Metastasis 
and Extension in Cases of Carcinoma of the Stomach 
in Which Resection Was Performed 


Lived Five or 
Patients More Years After 
Who Leaving Hospital 
Survived _ 
Operation ® Per Cent 
Pa- of Traced 
‘Total Traced tients Patients 


No metastasis present 


Growth limited to stomach........... 502 499 223 44.7 
Growth extended to other organs.... 421 417 163 39.1 

Glandular metastasis present 
Growth limited to stomach........... 451 446 V7 17.3 
Growth extended to other organs.... 594 589 101 17.1 
1,968 1,951 564 28.9 


Ky" 1, 1940. Ineluded here are patients operated on 
five prior to time of inquiry; that is, 1934 or earlier. 
Hospital 1 mortalie ie excluded in the calculation of survival rates. 


younger patients are considerably poorer than the 
results obtained for patients of the older age groups. 
In our study the five year survival rate was calculated 
according to the age of the patient at the time of 
operation. It was found that for patients less than 40 
years of age (table 7) the survival rate was 25.1 per 
cent (26.0 per cent when adjusted for the normal death 
rate), in contrast to the survival rate of 29.7 per cent 
for patients who were 40 to 49 years of age (31.2 per 
cent when adjusted for the normal death rate). The 
five year survival rate for patients 50 to 59 years of 
age was 29.2 per cent (32.2 per cent when adjusted 
for the normal death rate), the rate for patients 60 
to 69 years of age was 28.9 per cent (35.8 per cent 
when adjusted for the normal death rate) and that for 
patients 70 years or older was 29.8 per cent (49.3 
per cent when adjusted for the normal death rate). 


TABLE 6.—Carcinoma of the Stomach: Five Year Survival 
Rates According to Grade of Malignancy (Broders’ 
Method) in Cases in Which Resection 
Was Performed 


Lived Five or More Years 


Patients After Leaving Hospital 
Who Survived A 
Operations * Per Cent 
Grade of r A _ of Traced 
Malignancy Total Traced Number Patients 
ie 29 20 25 86.2 
2 190 187 110 58.8 
3 316 315 95 30.2 
4 270 266 2 23.3 
* Inquiry as of Jan. 1, 1940, Ineluded here are patients operated on 


five or more years prior to time of inquiry; that is, 1934 or earlier. 
Hospital deaths are excluded in the calculation of the survival rates. 


SARCOMA OF THLE STOMACH 


In the series of 6,352 patients who were operated 
on for malignant lesions of the stomach, in 110 the 
lesion was sarcoma, Of this number sixty-eight resec- 
tions were performed with a hospital mortality rate 
of 13.2 per cent, whereas palliative operations were 
performed with a hospital mortality rate of 14.3 per 
cent. ‘These mortality rates closely approximate those 
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for carcinoma. The interesting difference between sar- 
coma and carcinoma is apparent in the distribution for 
age, since 24.5 per cent of the patients who had sarcoma 
were less than 40 years of age whereas but 6.9 per 
cent of those who had carcinoma of the stomach were 
less than 40 years of age. 


SUMMARY 

Approximately a third of the patients who had car- 
cinomatous lesions of the stomach which were resec- 
table had symptoms of so-called ulcer type of dyspepsia 
and in four fifths of such cases a temporarily effective 
response with relief of pain occurred when the patient 
was placed on a medical ulcer regimen. It is apparent, 
therefore, that an effective response to medical treat- 
ment of the ulcer does not exclude the presence of a 
malignant lesion in the stomach. 3 

Accurate roentgenographic examination revealed the 
presence of a gastric lesion in 99 per cent of the series 
of cases presented, although in but 75 per cent of the 
cases was a diagnosis of “cancer” of the stomach made, 
and in approximately 10 per cent of the cases the lesion 


Taste 7.—Carcinoma of the Stomach: Cases in Which 
Resection Was Performed: Five Year Sur- 
vivals According to Age 


Lived Five or More Years 
Patients Who After Leaving Hospital 
Survived r 
Operation * 


Survival 
Rate 
—— Adjusted for 
Per Cent of Normal 
r — Traced Death Rate, 
Age, Years Total Traced Number Patients per Cent 
Less than 40 174 171 43 ; 26.0 
439 434 129 A 31.2 
715 710 207 32.2 
536 532 154 , 35.8 
104 104 31 i 49.3 


1,968 1,951 564 31.9 


* Inquiry as of Jan. 1, 1940. Included here are patients operated on 
five or more years prior to time of inquiry; that is, 1934 or earlier. 
Hospital deaths are excluded in the calculation ot the survival rates. 


was reported as a “gastric ulcer.” In 20 per cent of 
the cases in which operation was performed in which 
roentgenologists considered the lesions to be inoperable 
or of doubtful operability the lesions proved to be 
removable. Conversely, of the carcinomatous lesions 
which at operation proved to be removable, 11 per cent 
had been considered to be inoperable or of doubtful 
operability by the roentgenologists. Emphasis should 
be placed on the fact that these percentages pertain to 
the series of cases being considered in this study, namely 
the cases of cancer in which operation was performed, 
whereas in most of the cases in which the roentgen- 
ologist considered the lesion to be frankly inoperable 
surgical exploration was not done. In recent years 
because of this error of interpretation and the extent 
of the involvement of the stomach viewed roentgeno- 
logically the percentage of patients who have been 
subjected to exploration of the stomach has increased 
progressively, and interestingly enough the rate of 
resectability has likewise increased. Fifty-eight per 
cent of the patients on whom a diagnosis of a malignant 
lesion of the stomach was made at the clinic from 
1907 to 1938, inclusive, were subjected to exploration. 
In 45 per cent of this group, which is 26 per cent of the 
original group, the lesion was removed. 
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The average mortality rate was 16 per cent in the 
cases of gastric resection for malignant disease. The 
mortality rate in 1939 in the 125 cases in which partial 
gastrectomy ® was performed was 10.4 per cent, and 
in 117 cases in 1940 it was 8.5 per cent.!° 

The five year survival rate after resection was 29 
per cent, and when adjusted for the normal death rate 
it was 32 per cent. The ten year survival rate was 
20 per cent, and when adjusted for the normal death 
rate it was 25 per cent. The fifteen year survival rate 
was 15.2 per cent,'' twenty year rate 10.5 per cent 
and the twenty-five year rate 6.3 per cent. Survival 
after the ten year period of patients on whom resection 
had been performed closely parallels the normal survival 
rate for persons of similar age groups. 

Broders’ index of malignancy has proved to be an 
accurate method of determining the degree of malig- 
nancy, a fact which was borne out in the comparison 
of survival rates of patients characterized by different 
degrees of malignancy. 

Of patients who did not have extension or metastasis, 
44.7 per cent lived five years after leaving the hospital ; 
but when metastasis was present only 17.3 per cent 
of the patients lived five years. 

A large number of patients less than 40 years of 
age who had cancer of the stomach were operated on 
with considerably lower mortality rate than the average 
of the series and the five year survival rate was 25.1 
per cent, in contrast to the survival rate of 29 per cent 
for patients of all ages. 

In 110, or 1.7 per cent of the cases in which opera- 
tion was performed, the lesion was sarcoma. Sixty- 
eight resections were performed for sarcoma of the 
stomach with a mortality rate of 13.2 per cent. How- 
ever, 24.5 per cent of the patients who had sarcoma 
of the stomach were less than 40 years of age, whereas 
but 6.9 per cent of those who had carcinoma of the 
stomach were less than 40 years of age. 


CONCLUSIONS 

The operation of partial gastrectomy affords an excel- 
lent means of treatment of cancer of the stomach with 
successful cures in a large percentage of cases in which 
there are localized lesions regardless of their degree 
of malignancy and in a smaller group of those in which 
metastasis has been demonstrated. After patients on 
whom resection has been performed have survived a 
five year period the survival rate closely approximates 
that of the general population of similar age groups 
(chart 3). The risk of this surgical procedure has 
been comparatively low, considering the fatal nature 
of the lesion unless it is removed. The mortality rate 
has decreased progressively in recent years as a result 
of the advances made in the preparation of patients 
before operation and the treatment of such postoperative 
complications as infection, both local and general, pneu- 
monia, atelectasis and pulmonary embolism. 

In cases in which there is persistent dyspepsia, no 
matter of what type, roentgenographic and, when neces- 
sary, supplementary gastroscopic examinations are 
accurate methods of determining the presence of an 
intragastric lesion. Medical treatment of an ulcer type 
of dyspepsia should not be instituted without a roent- 
genologic examination being made to determine the 
exact location and nature of the lesion, 


9. In 1939 there were 4 cases of total gastrectomy and 2 of local 
excision. 

10. In 1940 there were 8 cases of total gastrectomy with but one death. 

11. Survival rate beyond five years approaches that of the normal 
population (chart 3) 
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ABSTRACT OF DISCUSSION 


ON PAPERS OF DR. BOYCE AND DRS. 
GRAY AND PRIESTLEY 

Dr. Greorce T. Pack, New York: We have heard the most 
optimistic note that has ever been sounded in the history of 
gastric cancer since Billroth performed the first successful gas- 
trectomy in 1881. However, of every hundred patients with 
gastric cancer entering American hospitals today, 40 to 80 
(average 50) are in an inoperable condition and are discarded 
without hope of salvage (first loss factor). Of the remaining 
50 patients undergoing laparotomy, 25, or half, have resectable 
cancers, so that the other 25 are doomed as far as cure is con- 
cerned, although palliative gastrojejunostomy or gastrostomy 
may be done (second loss factor). Cure becomes possible there- 
fore for only 25 of the original 100 patients. Now the resection 
mortality throughout America varies from 10 to 60 per cent 
(average 20 per cent), and if 5 of the residual 25 patients die 
of the operation only 20 of the original 100 patients survive 
(third loss factor). These 20 patients must live through the 
three, five and ten year follow-up periods to fulfil the definite 
criteria of cure. Unfortunately, two thirds of these survivors 
are dead by three years, three fourths by five years and four 
fifths by ten years (final loss factor). Dr. Livingston and I 
have assumed two points of view with regard to the curability 
of gastric cancer: a pessimistic point of view of the disease as 
a whole with only 3 to 6 per cent cures of the total patients 
seen and an optimistic outlook of 20 to 30 per cent five year 
survivals without recurrence for those patients with resectable 
gastric cancers. How can these figures for end results be 
improved? If gastric surgeons as capable as Drs. Walters, Gray 
and Priestley were in every American hospital, paradoxically 
enough it would not tremendously increase the number of gas- 
tric cancer cures, because the difference in resection mortality 
of 10 and 25 per cent means only 3 to 5 patients of the 100 
originally seen. Operative skill increases the rate of resecta- 
bility and lowers the resection mortality but is limited in its 
application to those 25 or 33 per cent of patients with technically 
resectable cancers. It is the medical attendant through his 
influence for or against surgical exploration who plays a role 
which may exceed in practical significance that of the skilled 
surgeon. Cancer of the stomach must not be considered a 
purely surgical responsibility or surgical disorder. It is the 
problem and the duty of the general practitioners throughout 
the United States to suspect cancer first in any patient over 
40 years of age who complains of indigestion and not to subject 
him to conservative or medical treatment until they are certain 
that gastric cancer is not present. 


WALTERS, 


Dr. A. W. Ovcuterson, New Haven, Conn.: Dr. Boyce 
has contrasted the results in the more specialized clinic with 
those in the general hospital. The first shows what can be done, 
and the second more closely approximates what is being done. 
A still more comprehensive picture of the problem of cancer of 
the stomach might be obtained by studying the results in the 
total community. We have done such a study in New Haven 
and an even more pessimistic picture is revealed. In our com- 
munity only 58 per cent of the patients with cancer of the 
stomach ever enter a hospital. The disease is so far advanced 
that only 1 in 10 have a resection of the tumor. Only half 
of these survive the operation (three hospitals) and 2 per cent 
of the total group are five year cures. Thus our effectiveness in 
curing cancer of the stomach in the community is not greater 
than 2 per cent. However, there is a ray of hope, for of those 
patients surviving resection of the tumor 40 per cent are living 
five years. While 10 per cent of this total community group 
had resections, not more than half of these could be considered 
as curative operations. Put another way, more than 90 per cent 
of the problem of cancer of the stomach is in the hands of those 
who see the patients before they come to the surgeon. The first 
ereat problem is public education. The patient must come to 
the physician early in the course of the disease. These are 
;.cblems for the Women’s Field Army and other organizations 
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engaged in educational work. The second and equally difficult 
problem is early diagnosis for which the physician is responsible. 
There is a misconception still prevalent, and found in most of the 
textbooks, that cancer of the stomach can be diagnosed from 
signs and symptoms. It cannot be so diagnosed in the curative 
stage. It can only be suspected. Laboratory aids, such as x-ray 
and gastric analysis, are required. When, then, should these 
procedures be carried out? Since the treatment of cancer is an 
emergency, the duration of symptoms should receive more 
attention than is ordinarily given, and I believe that when the 
patient comes to see a physician, as soon as he determines that 
there is something wrong with the gastrointestinal tract (we 
see many patients in our clinic in whom we cannot even dis- 
tinguish whether the tumor is primarily in the large bowel or 
the stomach), the next important question is How long has he 
had the symptoms’ If he has had symptoms for one month, 
then immediately x-ray and gastric analysis and other labora- 
tory procedures are indicated. Since 90 per cent of the cancer 
problem is related to late diagnosis and treatment, the greatest 
responsibility must rest on the physician who first sees the 
patient. He must be constantly cancer conscious. 

Dr. Rovert ZoL_Lincer, Boston: The speakers have called 
attention to the difficulties in early diagnosis of gastric car- 
cinoma and to the relationship of gastric ulcer to carcinoma. 
We know that even if the patient is under 40 years of age, has 
high free acid values in his gastric secretion and apparently 
improves clinically and by roentgen examination, he may har- 
bor a malignant lesion. If there is any suspicion of malignancy 
either clinically or roentgenographically after three weeks of 
medical treatment, surgery is advised. During the last ten 
years in the surgical service at the Peter Bent Brigham Hos- 
pital, we have had under observation 217 patients with car- 
cinoma of the stomach. These patients represent a cross section 
of ward and private patients. In 69 patients the lesion was 
removed by subtotal resection. In a few this was a palliative 
procedure, because distant metastases were obvious at the time 
of operation. The mortality for subtotal resection was 23 per 
cent. I agree with Dr. Boyce that no attempt should be made 
to keep the operative mortality down by refusing exploration. 
During this ten year period we have operated on approxi- 
mately 85 per cent of our patients with gastric carcinoma. 
Since the patient's only chance for survival lies in removal of 
the lesion, we believe that operation should never be refused 
unless there is clearcut evidence of distant metastasis. Our 
incidence of resection in the last five years has been approxi- 
mately that of Dr. Walters’, namely 45 per cent. This is an 
increase of 18 per cent over the previous five year period. In 
the period of 1931 to 1935, only 8 of the 107 patients with car- 
cinoma of the stomach lived five years or longer. In relation 
to resection, this is a five year survival rate of 38 per cent. 
These patients cannot be classed as cured, however, because 2 
died of recurrent carcinoma in the sixth year after operation. 
Our experience has been similar to that of Dr. Walters and 
his co-workers in that the presence of lymph node metastasis 
does not mean that the patient will not survive five years or 
longer. Three of our five year survivors had regional lymph 
node metastases. Likewise the individual under 40 years of 
age has a survival expectancy which compares favorably to 
the older age group. Two of our five year survivors were but 
33 and 35 years of age respectively when resection was carried 
out. We must therefore continue to offer surgery to the patient 
with carcinoma of the stomach, because, as has been shown 
here this afternoon, results are not as discouraging as they 
sometimes appear to be. 

Dr. Water L. Parmer, Chicago: There is a small group 
of patients with gastric carcinoma who can never be saved 
because the lesions metastasize so early, the so-called rapidly 
metastasizing carcinomas of Jarco. Then there are individuals 
who show no symptoms until the tumor becomes quite large. 
However, even such large tumors may still be resectable. A 
greater difficulty than either of these two is the fact that people 
are so likely to disregard symptoms and so prone to pay no 
attention to what they term indigestion. We must carry on a 


V 

1 


VotumeE 117 
NuMBER 20 


campaign of education to induce people to consult physicians 
whenever they have abdominal distress. We physicians, par- 
ticularly internists and general practitioners, must learn that 
we cannot diagnose gastric carcinoma on the basis of symp- 
toms or physical findings or laboratory findings. We must 
have routine x-ray examinations and frequent gastroscopic 
examinations. The difficulties with regard to x-ray examina- 
tion are numerous. There is often the financial problem. We 
must find some way in which routine x-ray examination can 
be made available to people of all economic classes, and we 
doctors must learn to order x-ray examinations quite routinely. 
Then the roentgenologist must learn to do a better job than 
some roentgenologists do in the examination of the stomach. 
It is my judgment, based on various statistics, including Dr. 
Pack’s, and certain personal observations, that the statistics 
offered by Dr. Boyce are more in accord with what is actually 
happening the country over in the treatment of gastric car- 
cinoma today than are the statistics of Dr. Walters and his 
co-workers. I trust and I hope that the statistics offered by 
Dr. Walters will in another generation, if not sooner, be repre- 
sentative of medical and surgical practice throughout the 
country. To this end we physicians must do better, the patients 
must do better, the roentgenologists must do better and the 
general surgeon also must do better. I am sure that if the 
internists in many of the smaller cities had available such 
skilled surgical assistance as is available in the larger centers, 
they would send patients earlier to the surgeon, and a higher 
percentage of successful resections would be carried out. 


Dr. WattMAN Watters, Rochester, Minn.: I have nothing 
to add except to emphasize what Dr. Palmer said at the last. 
Dr. Palmer has put the responsibility on the surgeon as the 
surgeon has put the responsibility on the internist and the roent- 
genologist. One of the difficulties encountered in the surgical 
treatment of chronic ulcer is due to the fact that in years past 
the mortality rate from the surgical removal of ulcer by some 
surgeons was such that medical men felt it was safer to take 
the chance that gastric ulcer might not be malignant and to 
carry patients on medically than to subject them to surgical 
operation until it was absolutely necessary. If, therefore, sur- 
geons hope to secure greater cooperation from internists, they 
must be able to demonstrate to the internists that mortality 
rates from surgical intervention are not such as have been 
reported as occurring in the past in some of the charity 
hospitals. There is no reason why the patient in the charity 
hospital should not receive exactly the same benefit of expert 
surgical treatment as the patient in the private hospital. Last 
year, at a meeting of the Western Surgical Association, Dr. 
Eric Larson reported a study, carried out in one of our Western 
states, on resections performed for both benign and malignant 
lesions of the stomach, which revealed a mortality rate of from 
40 to 50 per cent. He had brought these results to the attention 
of his confréres in the state, the surgeons particularly, with a 
plea that men who were interested in gastric carcinoma should 
unite in trying to formulate methods of cooperation with the 
medical services in better preparation of patients to be operated 
on and that performance of operations be restricted to surgeons 
of experience. He stated that after use of such methods and 
restriction, as a result of this campaign, the risk for resections 
of the stomach for lesions of similar types to those previously 
reported had decreased to 10 per cent. It rather disturbs me 
when I see reports from some of our friends abroad as to the 
high mortality rate of gastric resections for malignant lesions 
reported from the United States. It may be true that it is 
high where men do not have the opportunity to perform opera- 
tions in sufficient number to improve technic; and what the 
answer to that problem is I do not know. However, I do know 
that at the present time the general mortality rate of resection 
of the stomach for malignant disease is far too high for surgeons 
to expect to receive from the internists the high degree of 
cooperation that will be necessary if there is to be opportunity 
to operate in cases of malignant gastric lesion in the early 
stages when the clinical history is not unlike that of benign 
ulceration. 
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PERMANENT COLLAPSE THERAPY IN 


PULMONARY TUBERCULOSIS 
RICHARD H. OVERHOLT, M.D. 
BOSTON 


The number of patients who arrest pulmonary tuber- 
culosis to rejoin their families and live reasonably 
normal lives is steadily increasing. A large proportion 
who started treatment when the disease was already in 
an advanced stage have been salvaged through the aid 
of pulmonary collapse, effected by a reconstruction of 
the thoracic wall. This means that there is a significant 
and growing thoracoplasty population who will require 
close medical surveillance for the rest of their lives. 
Since this fragment of the population is not immune to 
other diseases, any doctor may be called on for advice. 
It is therefore desirable that all members of the pro- 
fession be familiar with the changes in the thorax which 
are brought about by thoracoplasty. Roentgenologists 
are particularly concerned with the problems of these 
patients. 

Great reliance is placed on fluoroscopy and serial 
roentgenograms in following the progress of the arrested 
disease. It is essential that roentgenologists appreciate 
the manner in which the position of the lung and chest 
wall has been altered by surgery if interpretation is to 
be accurate. 


INDICATIONS FOR PERMANENT THORACIC WALL 
READJ USTMENT 

Modern thoracoplasty has attained with just cause a 
preeminent position in the management of advanced pul- 
monary tuberculosis. By advanced disease it is implied 
that destruction of portions of the lung with cavity 
formation has taken place. The elasticity and func- 
tional capacity of adjacent segments of the lung are 
frequently reduced by fibrous tissue change. Both cavi- 
tation and productive change signify previous damage 
to pulmonary substance which, from a functional point 
of view, is irreparable. In advanced disease with cavi- 
tation, the volume of the healthy lung is so reduced 
by disease that it is incapable of filling the thoracic 
space, which is maintained to a certain minimum volume 
by an unyielding bony cage. 

How may healing take place under such conditions ? 
Pulmonary cavities must be closed and remain closed. 
Fibrous tissue must not tear under the strain of ordi- 
nary thoracic movement, to insure against reactivation 
or hemorrhage. The scar must be solid, but at the same 
time its contraction should not pull thoracic viscera 
out of position to the extent that cardiorespiratory 
function is impaired. Certain patients are fortunate 
cnough to make these adjustments spontaneously, arrest 
the process and enjoy moderate activity without reacti- 
vation. For a second group the problem has been 
solved by an adequate pneumothorax (or another tem- 
porary measure) which is maintained indefinitely with 
safety. There is a third group to which thoracoplasty 
is not applicable. Patients who have such extensive 
disease which is so distributed to make it technically 


Read before the Section on Radiology at the Ninety-Second Annual 
Session of the American Medical Association, Cleveland, June 4, 1941. 

From the New England Deaconess Hospital, Boston, and the Corey 
Hil! Hospital, Brookline, Mass. 

The medical staffs of the Norfolk, Essex, Bristol and Barnstable 
County sanatoriums in Massachusetts, the Rhode Island State Sana- 
turium, the New Hampshire State Sanatorium and the Vermont State 
Sanatorium and other consulting physicians helped in assembling data 
for this report. 
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impossible to bring all disease under control by any 
single method or combination of methods must be 
excluded from this discussion. 

A significant proportion of the tuberculous sick will 
not fall in the foregoing categories. The health of 
patients in this fourth group can be restored with 
surgical help. They are those patients who suffer from 
advanced disease with irreparable pulmonary damage. 
A discrepancy exists between the volume of healthy 
lung and the volume of the thorax (figs. 1 to 6). Tem- 
porary measures have failed or present no reasonable 
chance of being effective.! They have an equivalent of 
two healthy pulmonary lobes, the two on one side or one 
on each side (fig. 6). Preferably, the disease is stable. 
The thoracic cage can be refashioned and the diseased 


Fig. 1.—Diagrams which illustrate necessity for permanent readjust- 
ment of thoracic wall in advanced pulmonary tuberculosis. Varying 
degrees of unilateral involvement are shown in drawings 4, and E. 
The discrepancy which exists between the volume of the remaining healthy 
lung and the volume of the hemithorax is indicated. In drawings B, D 
and F the chest wall is shown in its new location. Note that the thoracic 
cage in each instance has been refashioned to conserve uninvolved lung, 
yet to splint the damaged lung adequately and permanently. 


lung released from its anchorages. The permanently 
altered position of the chest wall will provide a perma- 
nent collapse. 
Modern thoracoplasty will accomplish the following : 
1. Fibrous tissue is released, permitting cavity closure. 
2. Pulmonary tissue which has been partially damaged but 
not totally destroyed, whose elasticity has been impaired by 
fibrosis, is relaxed. 


1. In addition to procedures such as infective pneumothorax or phrenic 
nerve surgery, which may precede consideration for thoracoplasty, another 
supplementary surgical aid should be mentioned. Certain patients with 
giant cavity and evidences of a “check valve’? communicating bronchus 
may be prepared for thoracoplasty by preliminary closed (Monaldi) or 
by open cavernostomy. 
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3. Limitation of motion is imposed on the diseased lung. 

4. The collapse of the disease can be made highly selective 
with conservation of healthy portions of the lung (figs. 2, 3, 
5 and 6). 

5. Disturbances due to distortion of the thoracic viscera, 
such as upward displacement of the lower lobe and lateral 
displacement of the heart and great vessels, are corrected. 


Fig. 2.—-Appearance of chest before operation and four years after 
operation illustrating reduced volume of the left lung and appearance 
after the volume of the left thoracic cage had been reduced correspond- 
ingly. Note that the vertical diameter of the remaining healthy lung is 
essentially the same before and after treatment. Note dense bony shell 
in area treated and that the apex remains at the level of the third 
thoracic vertebra. G. B., a man aged 27. The duration of the disease 
was nine years. He entered the Norfolk County Hospital in September 
1927 but left against advice in May 1928. He was readmitted in June 
1936. <A single stage thoracoplasty with mobilization was performed in 
July 1936. He was discharged with the disease in an apparently arrested 
condition in February 1937. He has been well and working for four 
years, 


All of these readjustments are common accomplish- 
ments of a free pleura pneumothorax and thoracoplasty. 
In addition to these considerations, there are added 
benefits which are unique for thoracoplasty : 


6. Thoracoplasty adjusts the thoracic volume so that it comes 
to equal the volume of the healthy lung. In other words, 


the functionless portion of lung is placed under permanent 
control. 


Fig. 3.—Preoperative (1933) and postoperative (1941) appearance 
showing extensive area of pulmonary destruction and reduction in vertical 
diameter of remaining healthy lung. The right lung measures 28 cm. 
and the left lung 15 cm. <A permanent alteration of the thoracic wall 
permitted the cavity to close and conserved the lower lobe. The vertical 
diameter of the left lung remains at 15 cm. Note solid and unyielding 
newly formed thoracic wall. There has been no tendency for reelevation 
of the apex after seven years. W. P., a man aged 41. He was admitted 
to the Norfolk County Hospital in June 1933. <A three stage posterior 
thoracoplasty was performed in February 1934. This operation antedated 
the use of supplementary lung mobilization. A posterior revision and 
complete mobilization of the upper lobe was done in November 1935. The 
patient was discharged in June 1937. His general condition has remained 
satisfactory and the lesion was considered to be arrested when he was 
last examined in February 1941. 


7. The risk of tuberculous or mixed empyema developing 
in an artificially maintained air space is eliminated (fig. 5). 

8. The risk of spontaneous pneumothorax on the side of 
treatment is greatly lessened. 
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PERMANENCE OF RESULTS SUGGEST SUPERIORITY 
OF PERMANENT COLLAPSE THERAPY 

From the long range point of view, one is justified 
in calling attention to the fact that a permanent thoracic 
wall readjustment may in the future come to be looked 
on as one of the most conservative types of treatment. 
Final conclusions as to the ultimate fate of patients 
treated by thoracoplasty must be deferred until more 
time has elapsed. However, in order to obtain some 
idea as to how well such patients are holding up, a 
preliminary survey has been made. The study was 
limited to patients treated successfully by thoracoplasty 
who completed the recommended postoperative regimen 


Fig. 4.—Diagrams which illustrate the necessity for permanent read- 


justment of the thoracic wall in advanced pulmonary tuberculosis. In 
drawing G is shown a contracted right lung, the upper lobe of which was 
the previous site of active disease. A temporary ed of collapse (pneu- 
mothorax) aided in bringing the process under control. 
difficuities in the safe maintenance of the pneumothorax, a conversion 
type of thoracoplasty was done. In drawing H is shown the manner in 
which the chest wall was refashioned to control the upper lobe per- 
manently, yet at ‘the same time not to interfere with function of the 
ower lobe. Note that the diaphragm has returned to its normal position. 
From a functional standpoint the patient is better able to use the right 
lower lobe under conditions as shown in H than in G. In drawing J a 
bilateral pneumothorax case is illustrated. On the right side, the pneumo- 
thorax is contraselective and is complicated with fluid or empyema. The 
left lung is under adequate control by an uncomplicated or free pleura 
pneumothorax. A specific collapse of the upper lobe with salvage of the 
ower lobe is shown in drawing J. Note that this ts conservative treat- 
ment, as the patient has more healthy lung available for use than was 
the case under situation 7. In drawing K a far advanced bilateral case 
is illustrated. Note the diminished volume of remaining healthy lung on 
both sides. The pleura is adherent, so pneumothorax on either side is 
impossible. Phrenic nerve surgery is contraindicated because of the 
extent of the apical process and the necessity for conservation of all avail- 
able lung function. In drawing L is shown the refashioned thoracic cage 
which provides permanence of control of upper lobe disease yet conserves 
healthy basal portions of lung. 


Owing to 


-and were discharged with the consent of their medical 
advisers. Data were obtained from the follow-up depart- 
ments of various referring sanatoriums and from refer- 
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ring physicians. The great majority of the patients 
had been in for a check-up examination within the past 
six months. No data on 1 patient can be obtained, and 
this patient has been counted as having died of tuber- 
culosis. The results of this study are given in table 1. 

Almost any salvage rate in this group of tuberculous 
patients can be considered on the credit side. At one 


Fig. 5.—Preoperative (1938) and postoperative (1941) appearance 
showing contraselective pneumothorax which was abandoned in favor of 
a selective permanent collapse. Note that the right lower lobe has been 
salvaged. A wronchiogenic process in the left lung healed. Note regen- 
eration of osseous tissue in the upper lobe area thus permanently con- 
trolling disease. F. M., a man aged 29. He was admitted to the Rhode 
Island State Sanatorium in December 1938. two stage posterior 
thoracoplasty with mobilization and subtotal scapulectomy was performed 
in September and October 1939. The patient was last examined in 
February 1941. His general condition was excellent, 
was considered to be apparently arrested. 


and the process 
time they all suffered from advanced disease. The 
majority were referred for thoracoplasty as the only 
alternative. It is fair to assume that the severity and 
extent of the process from which they suffered were 
more threatening than those of the average patient 
undergoing sanatorium treatment. Yet this group seems 
to be faring better than the average patient who takes 
sanatorium treatment, arrests the process and is dis- 
charged with consent. Foster? has recently reported a 


Fig. 6.—Preoperative (1937) and postoperative (1940) appearance of 

extensive bilateral involvement showing considerable reduction of vertical 
diameter of residual healthy lung. Note the character of the selective 
and permanent collapse provided. There is no distortion of thoracic 
viscera. 1e lower lobes are better able to function with release of 
upward traction exerted by diseased lobes above. Note the solid appear- 
ance of the reformed chest wall in area treated. Both sc :pulae have 
been reduced in size to permit them to fit in the depression in newly 
shaped wall without impingment or elevation of shoulder girdle. 
a man aged 28. Admitted to Norfolk County Hospital in February 1937. 
A two stage left posterior thoracoplasty with mobilization and subtotal 
sci caladiamar was performed in June and September 1937. The same 
procedure was carried out on the right side in August and October 1937. 
The patient has been working steadily since 1939. The date of the last 
follow-up was March 21, 1941. 


study of 6,906 patients discharged alive from various 
sanatoriums in this country. Seventy per cent left the 
various sanatoriums with consent. It was found that of 


2. Foster, Terry C.: Rehabilitation and After-Care of the Tubercu- 
lous, Am. Rev. Tuberc. 43: 274-284 (Feb.) 1941. 
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this group but 60 per cent were living after a period 
of five years. The group that was discharged with 
consent was not classified as to the stage of the disease 
on admission. The 60 per cent final salvage figure 
would be a trifle lower still if minimal cases had not 


am 
Fig. 7.—Appearance of patient who had an upper selective (six rib) 
dhessneetute and partial scapulectomy. The inset shows the relation of 
the treated scapula to the newly shaped thoracic cage. Note evenness 


of shoulder girdle and full range of motion. J. D., a man aged 40. 
Norfolk County Hospital. Traveling as a salesman for past two years. 


been included. Exactly comparable end result studies 
are impossible to find. It is significant, however, that 
94.4 per cent of the thoracoplasty patients included in 
the five year study were found to be living—a figure 
greatly higher than that given by Foster for all types 
of patients leaving with consent, and even higher than 
the survival rate of patients entering with minimal 
disease. 


1—Survey Showing Permanence of Results 


Patients 
Discharged 
5 Years 
or More 


Patients 
Discharged 
Under 5 
Years 


% % 
100 5 100 
O44 97.8 


3.7 5.7 
Died—Of tuberculosis........... : 2.8 0.3 


Of other causes.......... 2.8 1.9 


* Ineludes those who died of tuberculosis. 


Roberts * has called attention to the increased chances 
for lasting results from permanent collapse by citing 
statistics from the Brompton Hospital Reports for 1936. 
He said “It is shown that the chance of surviving five 
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PERMANENT COLLAPSE FROM THE STANDPOINT 
OF THE PATIENT 

The permanent collapse provided by thoracic wall 
readjustment appears to give the advanced patient better 
protection against reactivation and a better chance for 
a lasting result under conditions of moderate activity. 
The great majority of post-thoracoplasty patients are 
able to work. A questionnaire was sent out to patients 


TABLE 2.—Repflies to Questions * 


Answers Given in 
Percentages 


Yes No 


91 
9, Are you able to work? 17 


3. Do you place restriction on your physical activity? 17 
Yes sligh 


marked 


.after slight exertion 
Yes,.after moderate exertion 
5. Do you have limitation od ae: or shoulder motion? 


Yes iendua of moderate degree 
Ye of marked degree 
6. Do you consider yourself deformed? 


* Replies received from 293 patients, 


treated by thoracoplasty who had been discharged from 
the sanatorium with consent. Answers were received 
from 293. It was found that 83 per cent of all the 
patients had been working an average of twenty-three 
months. The questionnaire also made inquiry as to the 
patient’s own reaction to the benefits of the operation, 
as to possible ill effects from the altered position of the 
chest wall, and restriction in physical activity. 

In table 2 is a summary of the replies from ques- 
tionnaires sent to patients who had successfully gone 


Fig. 


&.—Lack of deformity in three post-thoracoplasty patients. A two 
stage (six rib), a four stage (eight rib) and a two stage (five rib) opera- 
tion was performed respectively. he respective ages were 33, 50 and 65 
years at the time the thoracic wall reconstruction was carried out, 


years in B3 cases treated without collapse was 23.7 
per cent; with pneumothorax, 55.3 per cent; and with 
thoracoplasty, 66.6 per cent. Thus, the expectation of 
living five years is approximately three times as great 
in cases submitted to thoracoplasty as in the average 
B 3 case.” 


through thoracoplasty and who left the sanatorium with 
the consent of the staff 

The following data were also obtained and the aver- 
ages for the group are as follows: 


A. Average period of time patients have been working, 
twenty-three months. 


3. Roberts, J. E. H.: The Place of Surgery in the Treatment of Pul- 


monary Tuberculosis, J. Roy. Inst. Pub. Health & Hyg., London 1: 857- 
863 (Nov.) 1938. 
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B. Interval between first diagnosis and operation, thirty 
months. 

C. Duration of preoperative sanatorium treatment, twenty- 
five months. 

D. Duration of postoperative sanatorium treatment, nine 
months. 


M. 
ratus Magnus 


Vein 
Artery 
Brachial Plexus 


Mobilization 
in Vertebral 
Gutter 

Intercostal Vessels 


, 


Fig. 9.—Operative field of first stage thoracoplasty with specific lung 
mobilization in vertebral gutter. Note that the apex of the lung has been 
completely separated from its attachments. The vertical diameter of 
the hemithorax has been reduced, as the apex of the lung now lies 
opposite the fourth thoracic vertebra. The mobilization has been con- 
tinued down beneath the unresected third and fourth ribs posteriorly. 
This gives greater assurance of cavity closure and immediate sputum 
conversion. The medial portion of the periosteum is carefully preserved 
and left attached to the extrapleural fascia. This layer and periosteum 
are carried down with the lung to form an unyielding new chest wall. 


Letters from patients accompanied many answers to 
the questionnaires to emphasize how overjoyed they 
were with their physical condition. Repeatedly the 
patients stated that the scar and changes in contour 
of the chest, even discomforts or obvious deformity if 
present, constituted a small price to pay for restoration 
of health (figs. 7 and 8). Many stated that their only 
regret was that the operation had not been performed 
sooner. 

As modern thoracoplasty is being appraised in terms 
of permanence of results, there is a greater willingness 
on the part of the patients and phthisiologists to con- 
sider its use at a much earlier stage. It is now recog- 
nized not only that each collapse procedure must be 
evaluated as to likelihood of effecting an immediate 
cavity closure but that consideration must be given to 
conservation of healthy lung and permanence of results. 
Alexander * stated four years ago “In last analysis, a 
thoracoplasty is used to close a pulmonary cavity that 
no other operation can close.” To the last phrase might 
be added the words “as selectively, as permanently, and 
keep closed as securely.” Many patients who have been 
temporarily helped by a pneumothorax which is com- 
plicated by indivisible adhesions may have their chances 
for lasting good health greatly enhanced by a con- 
version of the collapse to the permanent form that 
thoracoplasty provides. The phthisiologist should antici- 
pate difficulties that may be encountered with prolonged 
pneumothorax maintenance. Too often the thoracic 
surgeon is asked not only to treat the pulmonary lesion 
but also serious complications of pneumothorax in the 
same patient simultaneously. There is an optimal time 


4. Alexander, John: The Collapse Therapy of Pulmonary Tuber- 
culosis, Springfield, Ill., and Baltimore, Charles C. Thomas, 1937, pp, 23- 
33 and p. 417. 
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when a temporary form of collapse can best be con- 
verted to a permanent form. This time antedates reac- 
tivation, reexpansion of a cavity, contralateral spread 
or the development of a complicating empyema. 


REFINEMENTS OF MODERN THORACOPLASTY 


Several refinements of the modern thoracoplasty have 
contributed to its successful application in tuberculosis 
therapy. The development of the operation as it is 
performed today represents one of the most interesting 
chapters in surgical history. The reader may refer to 
an excellent historical summary by Alexander.*| The 
need for removing the unyielding bony thorax over the 
diseased lung was recognized by all the earlier writers, 
including dé Cerenville, who performed the first the- 
racoplasty in 1885. From then on, the extent and 
sequence of rib removal was the principal concer. 
The extensive resections of the upper ribs as first prov- 
ticed by Brauer and Friedrich soon lost favor. ‘Th 
paravertebral resection of shorter segments of all the 
ribs except the eleventh and twelfth advocated by Wil->> 
and Sauerbruch became for many years the stand.~1| 
operation. The resections proceeded from below upwa~, 
and total collapse was the goal. The next great step 
came with methods to divide the operation into stages, 
thus materially reducing operative shock. The below-up 
sequence was then reversed. This was the beginning 
of an effort to conserve as much uninvolved healthy 
lung as possible. Up to this point the surgeon concen- 
trated solely on decostalization of the thoracic cage. 
Semb ° went beyond just a simple treatment of the ribs’ 
and advocated liberating the attachments of the fascia! 
which envelops the apex of the lung. It was pointed 
out that 1f the apex was permitted to contract toward 
the hilus a more selective collapse could be attained by 
thoracoplasty. 1° described a modification of the sup- 
plementary apicolysis of Semb together with an adap- 
tation of the principle for a delayed second or multiple 
stage procedure. The separation of the lung is carried 
out in much the same way as recommended by Semb. 
After one has divided the supporting structure (the 
intercostal vessels, nerves, periosteum, Sebileau’s bands 
and adhesions to the prevertebral fascia), the medial 
aspect of the apex is wiped down inside the extrapleural 
fascia leaving this layer undisturbed on the mediastinum. ! 


STAGE 
Cc 


Fig. 10.—Diagram of lateral aspect of the thoracic cage to indicate: A, 
extent of disease. 8B, extent of decostalization and mobilization of lung 
carried out at first stage. Note that the lung has been separated beneath 
unresected ribs posteriorly in order to liberate attachments over diseased 
area. CC, complete two stage posterior thoracoplasty with mobilization of 
the lung. Regenerated osseous tissue in area under treatment is not 
shown. The upper lobe is contracted, thus elevating the lower lobe and 
diaphragm as indicated in A. Note that in B and C the diaphragm is in 
normal position. Also note that the volume of healthy lung remains the 
same in all three situations. 


Superiorly and along the paravertebral line the fascia 
is divided, thus permitting it to remain attached to the 


5. Semb, C.: Thoracoplasty with Extrafascial Apicolysis, Acta chir. 
Scandinav. (supp. 37 [art. 2] 7@: 1-85, 1935. 

6. Overholt, Richard H.: Thoracoplasty with Tung Mobilization, A. 
Rev. Tuberc. 35: 411-442 (April) 1937. 
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lateral surface of the lung. Emphasis has been placed 
on the advisability of carrying periosteal elements and 
fascia down with the lung over its lateral surface. The 
reconstructed chest wall should eventually be firm and 
unyielding. The apex must be held down in its new 
position. The healed lung must be protected throughout 
life from stresses and strains due to ordinary physical 
activity. 

Other refinements have added to the success of the 
operation. Actual palpation of the lung at operation 
guides the surgeon in designing the best procedure for 
the individual case. The relationship of the involved 
area to anchoring structures can be determined. These 
anchorages can be liberated by specific mobilization at 
their peripheral attachments. More than three fourths 
of the upper lobe lesions have been found to be in the 
posterior third of the lobe. The pleura and extrapleural 
fascia in this region are usually found to be fixed and 
adherent not only to the ribs from their posterior angles 
medially but frequently to the vertebral bodies as well. 
If the lung is adherent to the chest wall below the 
area of rib resection, the lung is separated two or three 
segments below by tunneling downward outside the 
fascia in the vertebral gutter (fig. 9). This specific 
mobilization increases the likelihood of immediate cavity 
closure and sputum conversion after the first stage. 
I? previously reported that 38 per cent of cases so 
treated showed an immediate conversion of sputum 
which was maintained for longer than an eight week 
period. The patient then approaches the second stage 
in a better condition and with far less danger of bron- 
chiogenic spread of the disease. If a second stage is 
necessary, additional ribs are resected and the apico- 
lytic pocket is opened. If further liberation of the lung 
in the vertebral gutter is needed, the previously formed 
space in the vertebral gutter beneath facilitates such a 
step (fig. 10). My associates and I believe that sup- 
plementary lung mobilization has helped us to provide 
a more highly selective and conservative type of tho- 
racic wall readjustment. Among the completed group, 
a single stage so far has been sufficient for 164 patients. 

Improvements in structural alterations have not been 
confined to the treatment of the ribs and lung. Follow- 
ing partial thoracoplasty, patients may suffer deformity, 


TasiE 3.—Risk of Operation and Extent of Procedure 


Percentage 


Operative Patient Stage 
Number Deaths Mortality Mortality 


Stages 47 24 
Bilateral thoracoplasty 2: 1 4 so. 
Average number of stag 

Average number of rib 


One stage apparently sufficient in.... (18.6%) 


limitation of shoulder motion and pain unless the scapula 
is properly fitted to the contour of the new chest wall. 


The uppermost unresected rib forms a shelf on which 
the tip of the scapula may impinge. If it rides above the 
shelf, the shoulder becomes elevated and deformity is 
increased. If the tip of the scapula overrides the unre- 
sected ribs, a painful shoulder may result. To correct 
a misfitting scapula after thoracoplasty, the recommen- 
dation of Holman * and of Overholt and Tubbs *® has 
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been followed. A partial scapulectomy is performed. 
This is more conservative than carrying the collapse 
down over the healthy lung in order that the shelf may 
be eliminated. This has also improved on the post- 
operative appearance as it has eliminated the cocked-up 
shoulder (figs. 7 and 8). Uneven shoulders increase 
the list of the head to the operated side, and this in 
turn tends to increase cervical and thoracic scoliosis. 

Not only has the general plan of the operation been 
greatly improved, but it is also being executed with 
greater safety. Operative mortality rates are constantly 


Tas_e 4.—Supplementary Procedures 


Number Per Cent 
A. Patients operated on sinee lung mobilization 
became routine 


Patients whose lung was mobilized 80% 
B. Patients operated on since subtotal seapulee- 

tomy became routine in partial thoracoplasty.. 

Patients whose scapula was resected 194 60% 


being lowered. This has taken place irrespective of the: 
fact that today surgery is being used more and more 
in an attempt to check progressive disease and treat 
patients with bilateral cavitation. For example, in the 
years 1932 to 1936 inclusive the operative mortality in 
our hands was 6 per cent, whereas in the past four 
years it has dropped to 4.8 per cent. During the latter 
period there have heen 27 operative deaths among 557 
patients. Only 3 of the 27 were classified preopera- 
tively as good subjects with chronic disease in which 
the involvement was essentially unilateral. Twenty- 
four, or 90 per cent, of all those who died had active 
bilateral disease, empyema or some serious extrapul- 
monary complication. General data concerning the risk 
of operation and the extent of the procedures carried 
out in 874 patients between April 1, 1932 and April 1, 
1941 are given in table 3. 

The data given in table 4 are of interest with regard 
to the frequency that supplementary procedures have 
been employed. 

CONCLUSIONS 

1. In uncontrolled advanced pulmonary tuberculosis, 
the loss of lung substance creates a discrepancy between 
the volume of the remaining healthy lung and_ the 
volume of the thoracic cavity. 

2. When spontaneous adjustments of thoracic viscera 
have not or obviously cannot bring about healing, col- 
lapse therapy is indicated. 

3. When temporary measures fail or cannot indefi- 
nitely be maintained with safety, a permanent readjust- 
ment of the thoracic wall should be considered. 

4. The modern thoracoplasty provides unique benefits : 

(a) The thoracic volume is adjusted to equal the 
volume of the remaining healthy lung, thus placing 
functionless lung under permanent control. 

(>) The procedure may be highly selective for dis- 
ease and conservative of uninvolved lung. The pro- 
cedure is applicable in bilateral involvement if there is 
an equivalent of two healthy lobes. 

(c) The risk of tuberculous or mixed empyema is 
eliminated and the danger of spontaneous pneumothorax 
on the side of treatment is greatly lessened. 

Refinements of the modern thoracoplasty that have 
materially added to its effectiveness include lung pal- 
pation at operation, specific mobilization and the libera- 
tion of anchoring structures over areas of disease, 
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preservation of periosteal elements and subtotal scapu- 
lectomy to minimize deformity in partial thoracoplasty. 

6. Five years or more later 94 per cent of the patients 
were alive and the disease was arrested. 

7. The incidence of rehabilitation in the entire group 
of discharged cases was high. Ninety-one per cent con- 
sidered themselves well and 83 per cent were working. 

1101 Beacon Street, Brookline. 


ABSTRACT OF DISCUSSION 


Dr. Epwarp J. O'Brien, Detroit: I am thoroughly in accord 
with Dr. Overholt. Too many temporary procedures have been 
attempted in the past few years in an effort to supplant thoraco- 
plasty. Paraffin packs, extrapleural pneumothorax and Monaldi 
operations have been popular. However, the use of thoraco- 
plasty has more than doubled during this period. A few years 
ago this operation was done on 4 or 5 per cent of patients, and 
now it is performed on more than 20 per cent. In cases of 
minimal or moderately advanced disease, however, phrenic nerve 
interruptions frequently are sufficient for control. In one hos- 
pital, 21 per cent of patients had phrenic nerve operations only. 
The disease of a much larger percentage was arrested with 
artificial pneumothorax or with a combination of both phrenic 
nerve operations and pneumothorax. Dr. Overholt has stressed 
the desirability of selective collapse with thoracoplasty, and, 
while it is agreed that this should be done as much as possible, 
I do not believe it can be accomplished as accurately as he has 
suggested. The amount of collapse necessary will be in direct 
proportion to the extent of the disease. One should, however, 
attempt to salvage all the good portion of the lung possible. 
Dr. Overholt said that advanced disease exists when a cavity 
is present. A small cavity does not, in my opinion, suggest 
advanced disease. He stated that 160 of his patients needed 
only one stage of thoracoplasty. Surely these were not patients 
with advanced disease. In most clinics, apicolysis is not con- 
sidered as essential as the author suggests. He stated that he 
uses it in about 80 per cent of his thoracoplasties. My asso- 
ciates and I use it in less than 5 per cent. He stated that; when 
the apex is freed, a noticeable contraction toward the hilus 
occurs. This also happens to a lesser degree with a complete, 
first stage thoracoplasty, which is not as hazardous as apicolysis 
and often more efficient. It has been our experience that after 
apicolysis more ribs had to be removed to cause closure of 
cavities than had to be removed without it. I believe, also, that 
the performance of a scapulectomy in 60 per cent of patients 
is altogether too high; in our experience the percentage is less 
than 5. While I am optimistic about thoracoplasty, I do not 
believe that 90 per cent of the patients will be able to do hard 
work. They might hold a desk job or something of the sort, 
but in most instances their activities should be restricted. The 
author stated that fluoroscopy is important in the follow-up 
study of these patients; in our experience it has been almost 
worthless. The diagnosis of a remnant of a cavity, after sur- 
gical collapse, is a difficult problem. Stereoroentgenograms and 
roentgenograms made with the Bucky diaphragm in many posi- 
tions are often necessary, and occasionally a planigram is 
required. 

Dr. Ricnuarp H. Overnort, Boston: The discussion by 
Dr. O’Brien has brought out many important points that should 
be emphasized. I particularly welcomed his mentioning that 
other types of procedures do effect cure in many patients. It 
was beyond my assignment to cover all methods. The technic 
of remolding the thoracic wall is a surgeon's problem and some- 
thing that thoracic surgeons should settle. Each one has to 
develop the particular method and technic which will give the 
best results. The goal is the same, that is to provide adequate 
control of the diseased lung, to conserve as much of the healthy 
lung as possible and to end up with a living patient who suffers 
no deformity or in whom the deformity is negligible. It was 
my purpose to indicate a method of readjustment of the thoracic 
wall that my associates and I have found works best for us. 
This presentation had as its real purpose the best solution for 
the patient who has advanced disease with pulmonary cavitation. 
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An appraisal of each patient in regard to the best collapse 
procedure from the standpoint of permanency should be made. 
Each collapse procedure must be evaluated in respect not only 
to the immediate possibilities of closure of the cavity but to 
what will be the lasting effect on closure of the cavity and on 
good health. It should be emphasized again that with the wall 
of the chest moved in permanently to a new location the patient 
is free from such complications as empyema and spontaneous 
pneumothorax. Too often the thoracic surgeon is asked not 
only to deal with a diseased lung but to treat serious complica- 
tions in the pleura and in the wall of the chest at the same 
time. By that I mean complications of treatment with pneumo- 
thorax, such as tuberculous pleurisy, bronchopleural fistula and 
tuberculosis of the wall of the chest. There must be an optimum 
time for any form of treatment. Many unsatisfactory or uncer- 
tain forms of temporary collapse should be converted into 
permanent collapse. The optimum time to effect a conversion 
antedates the appearance of any of the complications of pneumo- 
thorax. When tuberculous disease has permanently destroyed 
certain portions of the lung it is necessary to devise a method 
of bringing that disease under control permanently. 
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Examination for fitness is becoming the rule for all 
occupations save for the two that are most vital and 
most difficult—marriage and parenthood. 

On an occasion when health weds sense in the hope 
of happiness, the best man may well be medicine. In 
marital adjustment, as in other fields, the curative func- 
tion will some day yield first place to the preventive 
function. Our impatience and discontent steadily 
increase over any restriction to mere diagnosis of 
incurable ailment. If this holds for disease, why not 
for divorce? 

It took twenty years in practice for me to come to 
the belief that marital maladjustments were mostly 
preventable ; then as many more to earn enough to retire 
to devote a last twenty to a closer study of marriage 
counseling and its relation to general sex education and 
to character training. Be it noted that the facing of 
facts anent sex behavior in the light of statistical data 
is very recent. Publication of analysis of any consider- 
able collection of elaborated histories dates back less 
than two decades,’ the first medical analysis of this 
kind less than one decade,’ while correlation of physical 
findings with family and individual record and person- 
ality study shows only four examples,’ the last two 
incomplete, 

It is little wonder, therefore, that few physicians feel 
themselves equipped to undertake marriage counseling 
or find it feasible to spare the hours sometimes required 
to disentangle inhibitions and complexes. 

A practical approach to procedure considers a mini- 
mal consultation and compares it with a relatively com- 
plete one. The first gets quick” answers to simpler 
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situations, such as diagnosis of pregnancy, the latter 
delves into complicated problems, perhaps of long 
standing. The three dimensional evidence includes, 
first, any heredity that really counts; second, adapta- 
bility and training, and, third, adjustability on coital 


Fig. 1.—Model of the pelvic organs viewed diagonally from the front 
and from the side. Midsection is in relief on the side. 


and reproductive planes. Incidentally it should be clear 
that the physical looking over is a step which, placed as 
early in the visit as confidence and good will are won, 
often noticeably shortcircuits the questioning and the 
listening. 

What is the best time for the consultation ? 

Common sense—or uncommon sense—would call for 
conference on general fitness—or concerning any serious 
doubtings—before the formal announcement of the 
engagement, and for full physical examination of both 
candidates before the date for the wedding is fixed. 
Furthermore, if it is true that, owing to the various 
depressions in finance that have greatly prolonged 
engagements, there is considerable increase in the 
number of companionate couples who adopt full marital 
privileges, then counseling belongs early, in order to 
antedate the possibility of complete intimacy. When 
keeping company was a_ brother-sister relation, the 
medical visit could be placed near what a secretary of 
mine, by a slip of the typekeys, called the “welding,” 
say ten days. 

The status of the premarital consultation is on its 
way to repeat the history of the periodic health exam- 
ination, That idea was sold to the public. Then the 
family doctor was asked to examine. If the visitor 
reported no pains or nerves or complaints, he was 
laughed out of the office. So the family doctor who is 
asked to do more than to fulfil the legal requirement of 
a blood test before marriage is prone to tell the young 
people to “leave all that to nature.” Too old, he does 
not sense that among present day youth “the frankness 
is amazing, the ignorance appalling.” Too young, he 
dare not be thought to show too detailed an interest lest 
he be thought saturated in sex. Unmarried, the medical 
man is supposed by our convention to be blankminded 
on sex technics and the medical woman to be sexless 
unless married. One might declare neither to be logi- 
cally and clinically qualified for counsel unless he or 
she has been both happily married and unhappily 
married. 

Which brings us to the query as to who really is the 
person best adapted to be a marriage counselor. More 
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important than any other qualification is personality. A 
college president was asked “Why do your students go 
in such numbers to Professor A with these problems ?” 
and his answer was “They say he’s easy to talk to and 
he doesn’t tell.” By and large, the woman has the 
sympathy, the man the authority. As to specialist 
training, the New York City marriage counselor with 
the largest organized service in this country, at Mount 
Sinai Hospital, is a group in himself, with years each in 
psychiatry, urology and gynecology. Perhaps the 
psychiatrist can more easily revive his knowledge of 
pelvic diagnosis by a short refresher course than the 
doctor devoted to the disorders of men or of women can 
delve into psychiatry. The nearer to the single person 
counsel one can plan, the sooner the work gets under 
way. 

Of the variety of considerations belonging to a rela- 
tively complete premarital consultation, several can be 
lightly touched on whenever the assurance is given that 
full accord on these matters has been reached by the 
couple themselves and the two families. Among these 
are differences in race, religion, social status, education, 
culture and everyday habits of living and thinking. To 
books we can relegate study of budgets. But our routine 
medical consultation may not omit matters on which 
we have touched, such as discovery of defined attitudes 
or entrenched shames inhibiting or threatening to inhibit 
the normal approach to and welcome for full marital 
relations. Nor may it fail to unearth major ignorances 
relating to conception and the best time for arrival for 
the first and subsequent babies. I emphasize the general 
experience that no one thing brings more couples for 
premarital advice than call for counsel on control of 
conception, “We can be married now if we can put off 
having a baby till we can afford it. Of course we want 
children. Just as soon as he earns enough so I can 


give up my job.” 
Concerning recommendation of book or pamphlet as 
part of a standard premarital visit there is a difference 


Fig. 2.—Same as figure 1, seen from the rear, looking into the pelvis. 


The cross section is on the rear surface, one-half life size. View into 
vagina through omitted vaginal wall. 


of opinion. My own conclusion is that we have to give 
so much instruction and information at a session that it 
cannot all be remembered, and couples have blamed me 
for not prescribing reading. Of course one adjusts 
speech or text to the intelligence or lack of intelligence 
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of the pair. And equally of course one always has in 
mind the absence of a vocabulary, of words regarding 
anatomy or action that mean the same thing to instruc- 
tor and instructed. Here the picture—the simple and 
fully labeled diagram set opposite the finished picturing 


Fig. 3.—Pelvic organs from rear, an alternative form to those in 
figures 1 and 2. 


—can be made the common language, the vernacular for 
both teacher and pupil. One may not overdose. 

As an integral part of provision of material for 
instruction in reproduction, I am presenting, in a booth 
in the Scientific Exhibit, a series of sculptured models, 
made under the guidance of Malvina Hoffman, by 
myself and Abram Belskie. All these have a twofold 
purpose. One is for the medical school, the other for 
the lay public, the two areas overlapping. The types of 
pelvis were built on my study of the original stereoscopic 
films in the three largest series, while the stages of labor 
were modeled after roentgenograms, many of which 
were taken directly for this “Birth Series” (and most 
were published, life size, in the “Birth Atlas”). The 
public showed an interest in this form of sex education 
by passing the turnstile of the exhibit at the World’s 
Fair to the number of five thousand a day. 

Here I am showing some models for the first time, 
such as the ten antepartum months, both life size and 
half size, as well as the stages of labor and the pelvis 
and fetal head half size. These small dimensions allow 
for office demonstrations, affording to frequent ques- 
tions answers in no other way as completely compre- 
hended. Museums and schools thus respond to the 
reasonable request of children to be told how babies 
come. Indeed, the normal curiosity concerning delivery 
and the steps of development of the embryo on the part 
of the youngsters has been equaled only by that of their 
parents. Decorous attitudes herein have been note- 
worthy and consistent. 

The new models of the female pelvic organs are 
mainly for medical teaching in bimanual palpation, 
covering, in soft rubber materials, the normal findings, 
early pregnancy, retroversion, anteflexion, cystocele, 
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small fibroids and pessary placement. 
utility in the office will be I do not know. 

Even in a group there must be a single person in 
whom the confidences center and to whom the others 
report. To the secretary or social worker belong only 
the impersonal data, and there also the feeling of trust- 
worthiness and the fact of anonymity must be present 
from the start. In no other of our professional relations 
is there greater frequency of confession of concealed 
episodes or tragedies, all the way from a mere transient 
autoerotism or emotional crush to fixations not remov- 
able. We have to elect to advise either full clearance to 
the partner or else the opposite when in our judgment 
the incident is put away permanently. These are 
examples of the need of code and confidence, and of 
limitation of entries accessible to a group. The prob- 
lems of budget, of religion, of racial antagonisms, of 
in-law dominations, of inherited tendencies, of clashing 
personal habits—these matters can be laid before other 
members of the group, members whose study is in home 
economics, sociology, eugenics, child training. It is the 
iutimate sexual experience and the erotic urgencies and 
the mutual sex balances or antagonisms between the 
prospective partners that belong particularly to our pro- 
fession, because it is to us that genital anatomy and 
adjustment to variations therein and physical technics 
are most evident as factors in maladjustment. The 
pelvic examination naturally terminates with instruc- 
tion in control of conception, as adapted to the findings 
on examination and as based on evidence of previous 
coitus. For such advice the doctor will have to qualify 
by attendance at one of the birth control clinics at a 
hospital outpatient department or at one of the special 
extramural clinics. Otherwise he will lack skill in the 
care of some puzzling conditions not infrequently 
encountered. 

In this brief paper, which condenses four chapters 
from a book which is in course of publication, the expe- 
riences with group service and reference bureaus for 
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Fig. 4.—Ten stages of antepartum life called “Birth Prelude.” 
on two scales, life size and also half life size (diameter 34 and 17 inches). 


Made 


marriage counsel cannot be readily summarized. The 
most extensive experience is that of Germany with many 
hundred thousand couples. The lever was the marriage 
loan, the result a health examination unprecedented, 
a systematic start on eugenic union, an instructed pair 
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of future parents. The student of the subject is referred 
to detailed reports on many developed projects in 
America to guide him, such as those of Burgess * con- 
cerning details of course and personnel in seventy-three 
colleges and of the National Association of Deans of 
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Fig -Steps in delivery, in ten panels, half life-size, called ‘‘Birth 
Relief. ” ‘with diagrams fully labeled on the doors, which can be closed 
over (24 by 38 inches). 


Women for one hundred and two, reports of the projects 
of Poponoe in Los Angeles, Mudd in Philadelphia, 
Groves in Chapel Hill, Foster in Detroit, Dickinson,’ 
Kopp and Folsom.® Here in Ohio one finds two of 
the best examples in Cleveland and Cincinnati. 
Objections sometimes raised to local examination of 
the woman are concerned with the question of expo- 
sure and of reluctance of the fiancé (spelled “finance” 
in one of my books, passing all proofreaders). There 
is fear of removal of evidence of virginity as well as 
apprehension of discovery of nonvirginity. All these 
reasons are on the wane. As to the hymen after the 
doctor’s examination, we give assurance that virginity 
remains, anatomically. Neither the male index finger 
nor—where its use is indicated—the virgin-sized vaginal 
speculum expands the opening, the almost constant 
diameter, of the virgin hymen to that size required to 
admit the male. <A chief value of the examination is 
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that it determines an important item of advice; namely, 
whether there exists a need for gradual finger-stretch by 
the bride—or husband—on account of one of three con- 
ditions. One is narrowness and tenderness; another 
resistance of the thick encircling sling of pelvic floor 
muscles as in a tennis or horseback addict; or just 
unusual thickness of the hymen structure. This last 
calls, in a few instances, for nicking with scissors in 
a couple of places after local anesthesia. In the presence 
of any opening that is small and inelastic, forcible office 
dilation is unsurgical and slow in healing. It produces 
laceration and contusion, whereas tiny incisions give 
ample room and quick repair of surface. Out of many 
a hundred virgin hymens, self stretch has met the need 
except in eleven instances, plus those belated visits too 
late for trial of gradual dilation. 

The two commoner findings of import are infantile 
dimensions of the vulva pointing toward that infantile 
type of uterus responsible for many sterilities, and the 
high degree of (symptomless) retroversion calling for 
early replacement in pregnancy to avoid spontaneous 
abortion. 

The Davis and the Terman couples, embracing nearly 
two thousand intelligent Americans, agree in reporting 
85 per cent of their marriages as happy, while the pro- 
portion of physical defect in adjustment runs toward 
half, as in my own series. Although the Terman- 
Burgess contention is that this large figure is to be 
interpreted as unloading on the physical what is really 
psychic, we as counselors may not omit any step im 
either examination or instruction that might cut down 
the “orgasm inadequacy” on her side and that large 


proportion of premature finish on his side, which is 
believed to run over 10 per cent. We must face actuali- 
To obtain and maintain leadership in our depart- 


ties. 


Fig. 6.-—Delivery manikin, with rubber baby, 
desk or medical college. 
interchangeable. 


half life size, for office 
Abdominal cover removed. Four types of pelvis 
(All models are copyrighted.) 


ment of marriage counsel and education looking toward 
successful family life, we shall not boggle at study of 
sex adjustment. In the sweep of the active discussion 
that is placing the family at the very focus of betterment 
of society and community and morality, the field of our 
contribution is not unclear. 
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Any community that waits to give training that 
anticipates marriage until patterns are set—or well on 
the way toward setting—into frigidity and impotence 
and divorce—or in any degree toward promiscuity and 
homosexuality—is guilty of unpardonable lack of 
courage and foresight. Prominent figures of the com- 
munity, educated largely at its expense for leadership, 
who sidestep that leadership, will not be counted blame- 
less, and this holds especially true for those regions 
wherein physical health interlocks with mental-moral 
soundness. Our profession has no option. We have 
been given the job to discover the ties between goodness 
and gonads, between the new hormones and the new 
harmonies, to take part in the new programs for homes- 
for-life. The colleges and the country are rapidly 
awakening to the need of guidance in this protective 
function and the number of books on the sex life that 
are being issued call for a reasonable share in respon- 
sibility for the printed word. 

I am proposing, then, that, for medical aspects of 
instruction for marriage, both close to the event and in 
long-range education for it, we undertake formal action. 
The Association has circulated a million pamphlets on 
sex education. Let us foster further participation by 
the American Medical Association. Let this section 
with the help of the neurologists and psychiatrists urge 
collaboration with various research groups working in 
collateral fields and with the best of the agencies active 
in the region of sex education. Let our representatives 
appear on the program of those conferences on the 
family which have been started in several parts of the 
country. And, as individual men and women, let us 
fully face our responsibility for the mental hygiene of 
marriage, in penance for some of our neglects and 
timidities. 

Success 11 marriage and in parenthood is teachable. 
Enlist effort enough, use intelligence enough, be 
courageous enough in this era of swift change in mores, 
and divorce and disaster in home making can be 
minimized, security safeguarded, a new outlook for- 
warded. 

2 East One Hundred and Third Street. 
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Dr. Sopuita J. KreEEGMAN, New York: There is as much 
human suffering, illness and death as the result of destructive 
human relations as can be wrought by any virus or germ. In 
my practice I try to see the couple two to three times before 
marriage, if the interval will allow, and once after marriage. 
One session is devoted to the woman and one to the man. If 
the hymen needs dilation, I prefer stretching to cutting. A 
cotton pledget soaked in 35 per cent cocaine solution topically 
applied to the hymen is followed by the introduction of gradu- 
ated cone-shaped dilators made of a plastic material. Contra- 
ceptive advice is the most common request at the start of most 
marriages. In this instance I do not hesitate to advise against 
contraception when examination discloses evidence of lowered 
fertility. The doctor giving contraception to the couple will not 
keep them from having children; they will have children when 
they want them. It is a question as to whether we are going 
to let them have a safe method or leave them to unsafe methods. 
A good book is a helpful supplement to the personal interview ; 
it alone can meet the particular needs and fears, which differ 
with each couple. I find that the two sexes are equally in need 
and equally grateful for this phase of instruction. In the group 
of prospective husbands, physicians seem just as uninformed 
about the elementary physiology of sex relations as any of the 
other groups. Many criticize any program on the basis of what 
it cannot accomplish. In this field we have worked backward. 
When seeing the maritally maladjusted, one soon finds that in 
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the majority of instances many of the conflicts and much of the 
maladjustment was due either to ignorance or more often to 
misinformation. I would risk letting nature take its course 
except that in our society nature is not allowed to take its 
course. Our young people come to marriage already handi- 
capped by all sorts of inhibitions and taboos. Fears and anxie- 
ties are evenly divided between the sexes. Of this, I am sure: 
the couple having the benefit of a wise premarital interview 
start their marriage with a sense of security which they would 
not have otherwise. In addition, they have made a contact to 
whom they will return as new problems and conflicts arise. 
That is an important asset, because in most marriages, if mal- 
adjustments are taken care of early, before resentments and 
permanent damage take place, the cure is often simple. Pre- 
marital examination and marital guidance are by no means a 
panacea for the ills of the world, but they are a neglected phase 
of medical practice and an effective and beneficial step toward 
fulfilling the betterment of human relations. 

Dr. Marie Picuer Warner, New York: In a large New 
York City college for men where I lectured on social hygiene, 
48 per cent of the students admitted premarital sexual experi- 
ence. In a group of two hundred premarital couples seen in 
private practice, 62 per cent of the women and 50 per cent of 
the men had not had sexual experience. Ninety per cent of 
the women felt compelled to work after marriage. Eighty-five 
per cent of this group requested contraceptive information. The 
premarital procedure which I follow is to explain to the couple, 
separately or together, as suits their wishes, sex and reproduc- 
tive anatomy, using a sex atlas and a model of the female pelvis. 
The inexperienced bride benefits by actually being shown the 
location of her vaginal orifice and the technic of douching, as 
well as positions assumed during coitus. Inspection of the 
hymen should be made in every case, so that the bride may be 
advised concerning the probable amount of discomfort or bleed- 
ing she may anticipate. Medical dilation of the hymen pre- 
maritally is suggested only when any unusual condition exists. 
For septate hymens the electric cautery is used to remove the 
band. Whether to disclose pelvic pathologic conditions dis- 
covered at the time of the examination just preceding marriage 
is a delicate question to be decided in each case. Some litera- 
ture is important, but too much reading often proves confusing. 
Nothing can take the place of a good premarital medical con- 
sultation, with a physician willing to discuss marriage problems 
in all its phases. Marriage counseling is an important part of 
medical practice. 

Dr. Anna K. Daniets, New York: There is one point in 
the premarital examination that I would like to stress for 
preventing early marital maladjustment on the physical side, 
and that is always to take a fresh drop of the vaginal secretion 
for examination under the microscope. I find that a great 
many virginal brides have a Trichomonas vaginalis vaginitis 
lying dormant which will be called into activity by intercourse. 
In her ignorance of the situation, the bride invariably will think 
that she has acquired an infection from her husband and many 
early marriages that end in rapid divorce are due to that factor. 
If by a simple examination the physician prepares the young 
woman for the situation, and even in some cases delays the 
marriage date until the vaginitis is completely cleared, it will 
be worth the effort. 

Dr. Ropert W. Laiwtaw, New York: The success of a 
marriage counselor working in the field of sexual adjustments 
is in direct proportion to his ability to develop in his patients 
mature, understanding, uninhibited emotional attitudes toward 
sex. For the counselor to impart factual information is impor- 
tant, but the way in which he imparts it is more important. 
Only by being emotionally free oneself can one adequately help 
patients to become so. Medical schools have been, and to a 
lesser extent still are, wofully inadequate in helping the young 
doctor to become well oriented emotionally as regards his own 
sexual nature. Experience, knowledge, technical skills, all these 
are important, of course, but no one of these is as important as 
emotional integration. 

Dr. WittiaAmM H. Weir, Cleveland: 
Clinic, special sessions:are now held for premarital examina- 
tions. Many of the patients are referred by the clergy and 
others are sent in by physicians. This particular clinic is 
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under the control of the medical profession, and all its activities 
must be approved by an advisory board of representative physi- 
cians. It is as much concerned with promoting pregnancies in 
certain patients as it is in giving contraceptive advice to others. 
The latter function naturally renders it impossible for us to 
participate in our Community Fund, and as we are entirely 
dependent on voluntary contributions we find considerable diffi- 
culty in dealing with the increasing demands made on the clinic. 
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The reduction of the toxic side effects of chemo- 
therapeutic drugs is one of the major problems of 
chemotherapy. During the first period of the develop- 
ment of chemotherapy every effort was made to modify 
the chemical constitution of the products synthesized 
in order to increase their parasitotropic properties and 
to reduce their organotropic affinities. 

More recently it was found that the toxicity of some 
well established chemotherapeutic agents may be 
reduced by giving simultaneously certain other sub- 
stances which produce a detoxifying effect. Ehrlich,’ 
in one of his earliest papers on chemotherapy, pointed 
out that “reduction” is the most important chemical 
reaction in the detoxifying process of chemotherapeutic 
agents, especially the arsphenamines. 

Among the various substances recommended and 
applied as detoxifying agents, vitamin C (1-ascorbic 
acid) stands in a unique position. While most of the 
other substances are products foreign to the body, ascor- 
hic acid is one of the most powerful physiologic reducing 
agents. 

Animals that are able to synthesize ascorbic acid, 
such as the rat, respond with an increased formation 
of this substance to toxic doses of a great number of 
drugs.* Man is not able to synthesize it. In man, the 
vitamin C for detoxification must come either from 
the ingested food or from the body stores. Syphilitic 
patients when given neoarsphenamine in therapeutic 
doses had a more or less decided decline of their plasma 
ascorbic acid levels.* The drop in the plasma ascorbic 

H. J. Fagen and J. F. Bimmerle gave the biochemical analytic data 


reported here. Miss Margaret A. Delaney kept the records and gave 
dietary advice to the patients. 

From the Department of Chemistry and Pediatrics, 
University Medical School, the U. 
Department of Health, Chicago. 

Dr. O. C. Wenger, Senior Surgeon, U. S. Public Health Service, 
furnished the facilities and opportunity of studying patients attending 
the Municipal Social Hygiene Clinic; Dr. Joh . McShane, Chief, 
Division of Communicable Disease, Department of Public Health, State 
of Illinois; Dr. John L. ite, Director of Laboratories, Chicago 
Health Department, and r Taylor, Director of the Clinic, 
cooperated in this wor 

1. Ehrlich, Paul: Ueber den jetzigen Stand der Chemotherapie, Ber. 
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3. Farm C. J.; Abt, A. F., and Aron, H. C.: Influence of 
Arsenicals, Bismuth and Iron on the Plasma ‘Rieitie Acid Level, Proc. 
oc. Exper. Biol. & Med. 44: 495-499, 1940. 
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acid was especially pronounced in patients who showed 
symptoms of intolerance to arsenicals. 

The influence of ascorbic acid on the sensitization 
of guinea pigs to arsphenamine was first reported by 
Sulzberger and Oser.* In 1937 ascorbic acid was rec- 
ommended for the detoxification of arsphenamines in 
human therapy by Dainow.® Since his publication other 
reports ® have appeared confirming Dainow’s* obser- 
vations, but a number of authors* have not obtained 
as favorable results. 

For more than a year we have attempted to desensi- 
tize patients hypersensitive to arsenical drugs by build- 
ing up and maintaining their plasma ascorbic acid level 
at an optimal range.’ In the course of this clinical and 
biochemical study some observations were made proving 
that ascorbic acid definitely counteracts the toxic action 
of neoarsphenamine and mapharsen in man. 

It is well known that solutions of arsphenamine 
become oxidized if they are exposed to gir and that 
such oxidized solutions are much more likely to cause 
toxic side effects than freshly prepared solutions of 
the same drug. 

In experiments on mice Dainow® showed that the 
injection of a freshly prepared solution of arsphenamine 
killed 35 per cent of the animals. When the same 
solution was allowed to stand for from three to five 
hours, its toxicity increased to such a degree that when 
injected in the same amounts 70 per cent of the mice 
were killed. However, when ascorbic acid was added 
to the freshly prepared solution, its toxicity did not 
increase. On the contrary, it was lower than the 
toxicity of a corresponding freshly prepared solution 
of arsphenamine alone. Only 17 to 23 per cent of the 
mice were killed by the ascorbic acid-arsphenamine 
mixture. Dainow concluded that by the addition of 
ascorbic acid the oxidation of the arsphenamine radical 
was inhibited not only in vitro but also in the tissties, 


4. Sulzberger, M. B., and Oser, L. B.: Influence of Ascorbic Acid 
of the Diet on Sensitization of Guinea Pigs to Arsphenamine, Proc. Soc. 
Exper. Biol. & Med. 32: 716 

5. Dainow, J.: aux 
Presse med. 45: 1670, 1937. 

Landfisch, S.: Synthetic Ascorbic Acid: 
in Recshees Therapy, Polska gaz. 
M. A. 109: 834 (Sept. 4) 1937. 
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EFFECT OF ASCORBIC ACID ON NEOARSPHENAMINE 
AND ON MAPHARSEN IN VITRO 

Our studies on arsenicals extend and in essential 
points support Dainow’s work. In preparing solutions 
of neoarsphenamine and mapharsen with and without 
the addition of ascorbic acid, we made the follow- 
ing observations: 
Freshly prepared 
solutions of neoars- 
phenamine vary in 
| intensity of yellow 
oe color according to 
the concentration 
(5 per cent to 30 
percent). After 
standing in open 
containers these so- 
lutions become 
progressively dark- 
er within one or 
two hours and after 
twenty-four hours 
they become a 
brownish black. 
When the contain- 
ers are filled and 
stoppered, thus ex- 
cluding air and 
avoiding oxidation, 
no darkening oc- 
curs. If enough ascorbic acid is added to the neoars- 
phenamine solution to make a concentration of 10 to 20 
per cent, the yellow is intensified to orange. When 
allowed to stand under the same conditions as the 
untreated neoarsphenamine solutions, the solutions of 
neoarsphenamine plus ascorbic acid do not change in 
color. No darkening or formation of a brownish black 
product occurs. These solutions, when prepared in 
higher concentrations, may form precipitates, but the 
orange-yellow of the freshly prepared solutions is main- 
tained for several days without any appreciable change. 

Still more impressive is the protective action of 
ascorbic acid on solutions of mapharsen. In a concen- 
tration of 3 per cent this arsenical forms a clear, faintly 
yellow solution. On standing for one hour, it turns 
darker, later becomes brown and after twenty-four hours 
is transformed into a turbid brownish black solution. 
However, when ascorbic acid in amounts sufficient to 
make a concentration of 10 to 20 per cent is added to 
the freshly prepared 3 per cent mapharsen solution, 
it loses its faint yellow color. This solution remains 
clear and colorless for several days. Even after a week, 
the solution is still pale yellow or tan, like a mapharsen 
solution that has stood but one or two hours without 
the addition of ascorbic acid (fig. 1). 

These experiments showed that solutions of neo- 
arsphenamine and of mapharsen may be completely 
protected from oxidation for at least twenty-four to 
forty-eight hours by the addition of ascorbic acid. The 
significance of this observation became apparent after 
we began to make patch tests on patients hypersensitive 
to arsenicals. 


Fig. 1.—Tube A, 3 per cent mapharsen +- 
10 per cent ascorbic acid after forty-eight 
hours’ exposure to air; tube B, 3 per cent 

mapharsen after forty-eight hours’ exposure 


PATCH TESTS 

In our study of patch tests we compared the reaction 
of the skin to patches soaked in solutions of arsenicals 
to which ascorbic acid had been added with those 
obtained with identical concentrations of these drugs 
without the addition of ascorbic acid. When the patches 
soaked in neoarsphenamine or mapharsen solution alone 
were removed for reading after twenty-four to forty- 
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eight hours, we noticed that their color was identical 
with that of the corresponding solution of the arsenical 
which had stood freely exposed to air for the same 
length of time. The freshly prepared neoarsphenamine 
patch is yellow. When removed after twenty-four hours, 
it is dark brown. The mapharsen patch is white when 
fresh and after twenty-four hours becomes tan to brown. 
The patch containing neoarsphenamine plus ascorbic 
acid is orange at the end of twenty-four hours, while 
the mapharsen and ascorbic acid patch is pale yellow. 

The protective action afforded the human skin against 
arsenical toxicity by the local applicatidh of ascorbic 
acid was first demonstrated by our patch tests. Thirty- 
eight of 115 patients had a definitely positive cutaneous 
reaction to the 30 per cent neoarsphenamine solution, 
as defined by Schoch.'® In 32 of the 38 patients the 
cutaneous reaction to neoarsphenamine was completely 
suppressed by the addition of ascorbic acid; not the 
slightest cutaneous change was visible. The large num- 
ber of vesicles or even bullae produced by the neoars- 
phenamine patch was in striking contrast to the smooth 
and normal skin under the patch containing neoarsphen- 
amine plus ~sosning* acid. The differences may be clearly 
seen from figures 2, 3 and 4. 


CORRELATION OF SYMPTOMS OF INTOLERANCE 
WITH RESULTS OF PATCH TESTS 
One hundred and fifteen patients were subjected to 
patch tests. All but 18 were tested because they had 


Fig. 2.—Patch test after twenty-four hours: 
aci 


upper, 30 per cent neo- 
lower, 30 per cent neoarsphenamine + 20 per cent ascorbic 


previously shown some symptoms of intolerance to 
arsenicals. Seventy-four patients gave no cutaneous 
reaction, 38 gave positive and 3 gave doubtfully positive 


10. Schoch, A. G.: The Patch Test and the Element of Syringe Con- 
tamination, J. A. M. A. 98: 1367 (April 16) 1932; Arsphenamine 
Dermatitis: Attempted Sensitization to Neoarsphenamine and Further 
Observation on the Patch Test, Arch. Dermat. & Syph. 30: 672 (Nov.) 
1934, choch, A. G.; Alexander, L. J., and Long, W. E.: Mapharsen 
in the Treatment of Forty Patients Following Arsphenamine Dermatitis, 
ibid. 42: 919-932 (Nov.) 1940. 
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reactions. We have attempted to correlate the previous 
symptoms of intolerance with the results of the patch 
test. The patients, grouped according to the predomi- 
nant symptoms of intolerance, showed response to the 
patch test as given in the table. 


Fig. 3. 
arsphenamine; 
ascorbic acid. 


Patch test after seventy-two hours: 
right arm, 


left arm, 30 per cent neo- 
30 per cent neoarsphenamine + 10 per cent 


APPLICATION OF THE RESULTS IN 
ANTISYPHILITIC THERAPY 

The general significance of the patch test itself is 
secondary. The prevention of reactions to neoarsphen- 
amine and the method of detoxifying it are primary. 
The number of patients who have severe symptoms of 
intolerance to neoarsphenamine is still considerable. In 
the recent reports '' of the medical corps of the United 
States Navy the following figures are given: During 
the fifteen year period from 1925 to 1939, 1,301,913 
doses of neoarsphenamine were administered; 305 


Responses to Patch Test 


Neoarsphenamine Patch Test 


Previous Symptoms Doubtfully 

of Intolerance Positive Positive Negative 
Exfoliative dermatitis ................ 4 0 
0 16 
Vomiting, diarrhea or nausea.......... 11 1 17 
General reactions: chills, fever, nitritoid 6 2 14 
No symptoms of intolerance........... 4 Oe 14 


Grand total 


severe reactions and 49 deaths were recorded following 
these injections, or 1 death or severe reaction to every 
3,678 administrations of the drug. In adidtion, 618 
mild reactions were recorded, giving a ratio of 1 reac- 
tion to every 1,346 doses of neoarsphenamine adminis- 
tered. Any prospect of a way to reduce the incidence 
of these unfortunate reactions should be vigorously 
pursued. Our studies give promise that the majority 
of hypersensitive patients whose local cutaneous reac- 


11. Stephenson, C. S.; W. M., and L. F.: Fonte 
Effects of Arsenical Compounds as Administered in the United States 
Navy in 1939 with Special Reference to Arsenical Dermatitis, U. S. Nav. 
M. Bull. 38: 587-597, 1940; Toxic Effects of Arsenical Compounds as 
Employed in the Treatment of Diseases in the United States Navy, ibid. 
39: 139-152, 1941. 
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tion to neoarsphenamine is fully prevented by ascorbic 
acid should be able to tolerate intravenous therapeutic 
doses of neoarsphenamine if the ascorbic acid in the 
circulating blood is maintained at a level high enough 
to inhibit the formation of toxic products of oxidation. 

We shall report the results of this method of treat- 
ment of patients previously sensitive to arsenicals in 
a subsequent paper. 

SUMMARY 

1. When solutions of neoarsphenamine or mapharsen 
are left in contact with air, brownish black oxidation 
products are formed. 

2. This oxidation can be prevented for a period of 
at least forty-eight hours when 1 part of ascorbic acid 
by weight is added to 3 parts of neoarsphenamine. 
Mapharsen solutions may be protected from oxidation 
in a similar way. 

3. The same oxidation takes place when patches 
soaked in solution of neoarsphenamine or mapharsen 
are applied to the skin. When ascorbic acid is added 
to the patch test solutions these changes can be com- 
pletely prevented. 

4. A total of 115 patients was subjected to patch tests 
with neoarsphenamine. Eighteen of these patients were 
controls who previously had never had symptoms of 
intolerance to arsenicals. Four of the 18 control patients 
had positive reactions to the patch tests and were 
designated as “pseudoreactors.” Of the remaining 97 


Fig. 4.—Patch test after forty-eight hours: 
arsphenamine; 
acid, 


upper, 30 per cent neo- 
lower, 30 per cent neoarsphenamine + 10 per cent ascorbic 


patients who had previously shown symptoms of intol- 
erance, 60 gave no reaction to the patch tests of neo- 
arsphenamine. The previous symptoms displayed by 
many in this group of 60 patients may have been 
caused not so much by a sensitivity or allergy to 
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neoarsphenamine but were rather manifestations of an 
abnormal pharmacologic response to the drug. 

5. A method was developed which demonstrates that 
typical cutaneous reactions to neoarsphenamine in the 
majority of hypersensitive patients can be completely 
prevented by the addition of a sufficient amount of 
ascorbic acid to the neoarsphenamine solution used for 
patch testing. In 38 patients who gave strongly positive 
reactions to patch tests with 30 per cent neoarsphen- 
amine solutions, control patch tests were simultaneously 
performed with the same neoarsphenamine solution with 
added ascorbic acid. Under the patch with added 
ascorbic acid not a trace of any reaction was noticeable 
in 32 out of the 38 positive reactors. All but 1 of the 6 
remaining patients showed a strong attenuation of the 
cutaneous reaction under the patch containing neo- 
arsphenamine plus ascorbic acid. 

6. At the time that the patch test was performed 
the plasma ascorbic acid level was determined on 110 
patients. The plasma ascorbic acid level does not exert 
a determining influence on the outcome of the patch 
test. Even in patients receiving supplements of ascor- 
bic acid the patch test remained positive. 

7. The small skin area to which the patch test is 
applied can receive but a limited amount of ascorbic 
acid from the circulating blood, even though the plasma 
level may rise to high values. For this reason the 
ascorbic acid present in the circulating blood cannot 
exert as great an effect in preventing cutaneous reac- 
tions to the patch test as does the local application of 
ascorbic acid. 

8. In the circulating blood itself a much higher ratio 
of ascorbic acid to therapeutic doses of neoarsphenamine 
can be established. This ratio may reach the proportion 
(1:3) which, when used locally, was effective in 
preventing reactions on the human skin. 

9. These studies outline a procedure which promises 
to assist in the prevention of reactions to therapeutic 
doses of neoarsphenamine in the great majority of 
patients. 

10. To detect patients in whom it would be hazardous 
to attempt desensitization to neoarsphenamine by means 
of ascorbic acid, the patch test may be done with 30 per 
cent neoarsphenamine plus 10 per cent ascorbic acid, 
omitting the test with neoarsphenamine alone. Patients 
who react positively to this patch test (arsenical plus 
ascorbic acid) will almost certainly not be able to 
tolerate neoarsphenamine better with ascorbic acid than 
without it. This group of patients is as vet very small. 

11. A subsequent report will be given of the results 
obtained in treating hypersensitive patients in whom 
arsenical treatment had previously been regarded as 
absolutely contraindicated. 

54 West Hubbard Street and 303 East Chicago Avenue. 


The Dark Field Microscope.—It seems to me after many 
years of experience with all the dyes used in microscopy for 
bright-field work, and with all the dark field methods so far 
devised, that the future physicist, chemist and biologist will 
feel as much handicapped without the ultra-microscope and the 
dark field microscope as would the astronomers if they had no 
clear, dark nights, and could work only in the daytime— 
Gage, Simon H.: The Microscope, New York, Comstock 
Publishing Company, Inc., 1941. 
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INJURIES OF THE INTERNAL 
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POSSIBLE PREDISPOSITION TOWARD, 
AND TREATMENT 


EDWARD K. CRAVENER, M.D. 


SYMPTOMS 


AND 
DONALD G. MacELROY, M.D. 
SCHENECTADY, N. Y. 


The internal semilunar cartilage, like so many other 
medical subjects, has amassed a large amount of litera- 
ture. Some is necessary repetition, but this implies 
no reason for a further rehash of old facts. This paper 
is written with apologies for the old and accepted mat- 
ter which it contains; but such reiteration seems neces- 
sary for clarity and emphasis. Here we wish (1) to 
postulate a possible predisposition toward injuries of 
the cartilage in certain body types, (2) to state a seem- 
ing rationa'> for the treatment of such injuries and 
(3) to present a statistical summary to dispel prevalent 
beliefs as to the more common symptems of injury to 
the cartilage. 

The meniscuses are developed from exactly the same 
primitive mesenchyme as are the femur and the tibia. 
In the 40 mm. embryo the knee joint is divided into 
four compartments by a solid mass of mesenchyme 
extending across the joint. This meets and crosses 
the sagittal septum formed by the embryonic crucial 
ligaments in the midline. [Even at this early stage 
separation can be seen between the anlage of the femur 
and the upper surface of the semilunar cartilage. 

In the 60 mm. embryo the separation, both from the 
femur and from the tibial head, is definite. The mesen- 
chymal cells which lay in the coronal plane now lie 
vertically in the region which will later be occupied 
by the lateral ligament. This last structure soon 
develops a separate individuality. 

In the four month embryo the meniscus is more 
hbrocartilaginous than in later life, and not until the 
fourth year does the semilunar cartilage develop the 
characteristics which it is to bear throughout life. It 
is occasionally stated that the meniscuses arise as invag- 
inations of the tissues which form the lateral ligament. 
From studies containing this thesis it appears that the 
lateral ligaments and the meniscuses arise from a com- 
mon stalk and neither is responsible for the other’s 
development. 

The anatomy of the internal semilunar cartilage is 
well known. We should like to emphasize, to clear 
a later point, the fact that the internal semilunar carti- 
lage is vascular in its peripheral portion and is avascular 
toward the middle or free margin. This anatomic fact 
seems important in the prognosis of injuries to the 
semilunar cartilage. 

There are four types of internal semilunar cartilages : 
(a) those whose front ends are much narrower than 
are the rear ends, (?) those in which the front ends 
are equal to those of the rear, (¢) those which are semi- 
lunar and (d) those which form a nearly perfect circle. 
The combination of these mutants makes for a wide 
variety of possible anatomic findings. We cannot dem- 
onstrate a predisposition to injury in any particular 
anatomic type. We have found injury as frequently in 
one type as in another. 

What functions has the semilunar cartilage? A few 
are given further on in this paper. It is probable that 
no one of these completely explains the functions of 
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the semilunar cartilage. Certainly the cartilage acts in 
a different manner in different positions. Theories con- 
cerning function have been: A, The internal semilunar 
cartilage acts exactly as does a row of ball bearings 
in facilitating the rotation of the knee which is neces- 


NO 
FORWARD FORWARD 
MOVEMENT MOVEMENT 
Fig. 1.—‘*Wagon chock” aspect of the function of the cartilage—to 


prevent undue forward gliding. 
functions of the meniscuses.) 


(Figures 1 to 6 illustrate the mechanical 
sary to the “locking home” motion at the end of exten- 
sion. B. The semilunar cartilage may act as a cushion, 
particularly when great force is brought on the flexed 
knee, as ina fall. C. The wedge which the semilunar 
cartilage presents between the joints compensates in 
part for the incongruity between the male femur and the 
female tibia. This may be valuable in protecting the 
knee against blows from the lateral side. D. The 
brothers Webber expressed the belief that the internal 
semilunar cartilage acts exactly as does a chock under 
a wagon wheel, preventing undue forward gliding of 
the femur on the tibia. E. The internal semilunar 


cartilage may act as a pressure-reducing mechanism, so- 


that by its migrations it tends to equalize intra-articular 
pressure, moving inward when this pressure is decreased 
and pushing outward when the reverse occurs. F. The 
semilunar cartilage acts as a “Mitchell pad,” applying 
a layer of lubricating synovial fluid in its migrations. 


PACKING 
\ 


Fig. 2.—The cartilage compensating for the incongruity between the 


male femur and the female tibia. 


Injuries of the cartilage are simply intolerable strains. 
These may be occasioned by extra-articular violence, 
such as a blow on the outer side of the knee causing 
a part of the cartilage to shift immediately inward while 
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a portion of it remains fixed between the tibial head 
and the femoral condyle. A common injury is caused 
by fixation of the femur with flexion and rotation of 
the leg. In this type of injury the free margin of the 
cartilage is fixed while the outer edge is either pulled 
by the coronary ligament or pushed by the moving 
tibial head. The reverse of this process can occur and 
produce injury when the leg is fixed and the femur 
is flexed and rotated. Injuries of the cartilage may 
be either push or pull injuries and frequently are both. 

To elucidate a later point, the types of injury are 
outlined. An internal semilunar cartilage may be frac- 
tured in its anterior, middle or posterior portion. It may 
be torn free from the coronary ligament or the injury 
may be a part of an injury of the anterior crucial liga- 
ment. 


1. Simple tears into the anterior crucial ligament occurred 
in 3.77 per cent of our cases. 

2. In 20.75 per cent of our cases this was combined with 
an anterior dislocation of the internal semilunar cartilage. 

3. Simple bucket handle fractures through the middle portion 
of the cartilage, which did not pass through either margin, 
occurred in 30.18 per cent of our cases. 


FULL 
EXTENSION 


FIG. 2 


Fig. 3.—Migrations of the cartilage to equalize interarticular pressure. 


4. In 18.86 per cent of cases the bifurcation between the 
anterior crucial ligament attachment and the transverse liga- 
ment was elongated to allow an anterior longitudinal tear. 

5. In 11.32 per cent of cases, the bucket handle tear through 
the middle portion of the cartilage extended through either 
margin. This type has been named compound bucket handle 
fracture. 

6. In 7.54 per cent the tear was through the posterior portion. 

7. In only 3.77 per cent was the avulsion of the cartilage 
sufficient to allow a dislocation of the posterior end. 

8. In 3.77 per cent a small chip was torn off the upper surface 
of the anterior portion of the cartilage to produce a chip or 
slice fracture. 


Forty-five per cent of these injuries occurred in or 
passed through the avascular portion of the cartilage. 
In only 30 per cent of cases was there dislocation or 
disarrangement of structure in such a manner as to 
produce or allow locking of the knee joint in flexion 
or extension. 

Healing does occur. We have no evidence that true 
cartilage is ever reformed in an area of fracture. All 
old injuries examined by us histologically showed union 
of the fracture by fibrous tissue. This is perfectly log- 
ical, since one could not expect a return to the original 
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mesenchymal tissue and a development of the cartilage 
from that in a traumatized area. Healing by scar tissue, 
therefore, is the best that can be expected. 

It is not uncommon when examining cartilages in 
the dissecting room to find old injuries in which scars 
have replaced cartilage. It is usual to find some replace- 
ment by scar tissue in every cartilage more than 45 
years old. In this circumstance it is impossible to get 
a history of injuries of the knee, but we have seen 
some evidence of minor injuries to the cartilage without 
incapacitation and with healing by scar tissue. Always 
this scar tissue is in the vascular area. We have never 
seen healing in the avascular or free margin. Again 
this is logical and gives a clue as to prognosis. If no 
formation of scar tissue occurs, because of lack of blood 
supply, then when the fracture trespasses on the avas- 
cular area it is predestined to nonunion. Similarly, 
fractures in the vascular portion, if they are sufficiently 
immobilized to allow scarring, will heal. Exactly 45 
per cent of the injuries occur in the avascular area. 
Exactly 55 per cent occur in the vascular area. Fifty- 
five per cent will heal if there is sufficient post-traumatic 
fixation, confirming the fact that some are predestined 
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Fig. 4.—-Ball bearing action of the cartilage in rotary motion of the 
knee joint. 


to nonunion. Externally it is impossible to determine 
the exact location of the tear, and therefore it is impos- 
sible to give an exact prognosis. 

Much confusion has surrounded the symptoms of 
injury to the cartilage. In the acute phase pain is 
present in 100 per cent of cases. With each recurring 
dislocation or fracture the pain is lessened and the 
period of disability is diminished. From the histories 
of many patients we have found that the first attack 
usually disables the patient for about two weeks. The 
second attack, which usually results from less trauma, 
lasts about six days. In cases of old injury the patient 
often displaces the cartilage with almost no abuse and 
his disability may be only momentary. Pain in the knee 
is present in 100 per cent. If it were not present the 
patient would not come to a physician, and, therefore, 
there may be some cases of injury to the cartilage 
without pain in the knee. Instability, ‘a feeling that 
the knee will give way,” is present in 90 per cent of 
cases. There is swelling of the knee in 85 per cent 
of cases. At first this swelling is due to serous effusions 
and usually is transient. Later, synovial thickening 
occurs and swelling is persistent. Forty-five per cent 
of patients have pain when the leg is rotated on the 
flexed femur. Thirty-three per cent have tenderness 
exactly over the joint line. Locking occurs in only 30 
per cent. This confirms the statement made previously 
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that only 30 per cent of lesions of the cartilage were 
such as to allow the interposition of the cartilage or 
part of the cartilage between the tibia and the femur 
in a manner to limit or preclude motion. Fifteen per 
cent of patients have pain on lateral motion. In only 
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Fig. 


5.—Cushion-like action of the cartilage. 


2 per cent have we found a palpable mass. In short, 
the most unreliable symptom is locking of the knee 
joint. If one waits for this symptom one will miss 
70 per cent of injuries of the cartilage. To reiterate, 
pain and instability, with intermittent swelling, are the 
most significant symptoms in the patient’s history. 
Pain on flexion and rotation, tenderness over the joint 
line and limitation of motion are the significant physical 
signs. These are practically diagnostic. We have heard 
that roentgen data are valuable. They have not been, 
as yet, to us. Recently, workers at the Harper Hos- 
pital, Detroit (Reynolds and his associates), have devel- 
oped a method of roentgenographing the abducted, 
extended, internally rotated leg. We have used this 
method, but not often enough to formulate any con- 
victions. 


MIGRATION OF CARTILAGE 
OUTWARD TO PRODUCE 
LUBRICATING SLICK 


RUBBER PAD IN BEARING TO 
PRODUCE OIL SLICK. 


MIGRATION OF CARTILAGE 
INWARD TO PRODUCE 
LUBRICATING SLICK 


Fig. 6.—Migration of the cartilage to leave a lubricating slick of 
synovial fluid. 


The findings of different observers vary with differ- 
ent types of practice. From the study of 1,700 cases 
(our own and cases from the literature) we have 
arrived at the following figures, which may be clinically 
significant. 
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The average age of all patients in this study was 
29.85 years. The median age was 29. The average age 
of male patients was 30.48. The average age of female 
patients was 29.2. Eighty-six per cent of the injuries 
occurred in men and boys and 14 per cent in women 
and girls. 


Fig. 7.—Tear through the anterior crucial ligament attachment of the 
internal semilunar cartilage. (his and other models are in ‘‘plasticine.’’) 


It is interesting to note that 63.8 per cent of all 
patients who were weighed were overweight according 
to the weight tables of the Metropolitan Life Insurance 
Company. Eight and six-tenths per cent were of 
normal weight. The average degree of underweight for 
all ages was only 4 per cent. It is fairly conclusive, 
therefore, that the majority of patients were over- 
weight and that those underweight were only slightly 
below the average. In the age group between 11 and 
20, 92 per cent were overweight. Of those aged from 
21 to 30, 60 per cent were overweight. Among those 
aged from 31 to 50, weights were about average. 


Fig. 8.—Tear through the anterior crucial ligament attachment, with 
forward dislocation of the cartilage. 


The question of activity is pertinent. We find that 
from the ages of 11 to 20 the activities of patients with 
injury to the cartilage are only moderate. From the 
ages of 21 to 50 occupations are more sedentary than 
is usual in this age period. These facts cannot be taken 
too seriously, since a person’s avocation may differ 
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widely from his vocation. There are shreds of evidence 
to show that the sedentary person in poor physical con- 
dition is more liable to injuries of the cartilage than 
is the well muscled athlete. 

As we progressed in our investigation it seemed to 
us that the injuries occurred more commonly in a 
certain body type. It seemed that a person whose 
bicristal diameter was broad in relation to his height 
was more liable to injury. This proportion was not 
always found, but it was found often enough to raise a 
suspicion. It would be logical to expect more push-pull 
injuries in persons with oblique femurs than in narrow- 
pelvised persons with vertical femurs. An index com- 
monly used by anthropologists was employed in the 
study of 80 cases. The bicristal diameter was divided 
by the standing height and multiplied by 100. The 
index of the average injured patient was 158. The index 
of the normal person of the same age group was 154. 
This means, if it means anything at all, that injury to 
the cartilage occurs more commonly in the person whose 
pelvis is wide in relation to his body height. The most 
logical objection to this theory is the relative infre- 


Fig. 9.—Longitudinal tear of the cartilage. 


quency of injuries in women and girls. We found that 
in a popular college of physical education injuries to 
the cartilage occur in nearly 50 per cent of the women 
students. This is a much higher ratio than is found 
for men of the same age group in schools devoted to 
physical education. Two conclusions are possible. One 
is that the wide-pelvised woman exposed to the hazards 
of sports is more prone to injury of the cartilage. The 
second is that the weaker musculature of the female 
makes her more vulnerable. We make no claim that a 
wide pelvis must inevitably accompany an injury to 
the cartilage. However, we think that it is one of the 
predisposing factors. When measurements have been 
taken in a sufficient number of cases we may be able to 
make this statement with confidence. In this paper we 
wish simply to raise the question to stimulate investiga- 
tion. 

An injury to the cartilage, therefore, seems most 
likely to happen to a man aged 29 years who is more 
sedentary than active and who is definitely overweight. 
His pelvis will be broader than is the average for his 
body height. There are certainly definite exceptions to 
this composite picture, 

Concerning treatment, since 55 per cent of the frac- 
tures will lie in the vascular area, one can expect cure 
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by the formation of scar tissue in exactly that per- 
centage. Forty-five per cent of the fractures will be 
in or pass through the avascular area. These are fore- 
ordained to nonunion and the production of continued 
disability. As stated previously, we cannot define the 
location of the fracture by external examination. We 
attempt it, but without confidence in our ability to do 
more than suspect it. 

We have adopted, therefore, conservative treatment 
in all cases. There are two reasons. Fifty-five per cent 
of the injuries will heal. Furthermore, if a knee joint 1s 
opened during the acute phase immediately following 
fracture or dislocation, a severe serous effusion will 
occur. The knee joint opened many years after the 
first attack almost always escapes this effusion. There 
seems to be a tendency for the synovia to become less 
irritable after repeated trauma. To avoid the effusion 
and to give the body a fair chance to heal the injury, 
we put the leg, in slight flexion, in a plaster cast extend- 
ing from the groin to the ankle. Reduction of the 
fracture-dislocation is always done with the patient 
under anesthesia by repeating the supination-flexion 
motions which allowed the injury. The patient wears 
the cast for six weeks. During the last two weeks 


Fig. 10.—Chip fracture of the anterior portion of the cartilage. 


of this period exercises of the quadriceps are given to 
prevent the undue wasting which is so common. We 
know that no cartilage or knee ever recovers until the 
muscles of the thigh and the calf have been restored 
to their pristine condition. 

At the end of six weeks the cast is removed and 
exercises continued. When there is much effusion an 
elastic bandage is used for two weeks. 

Now the patient is either cured or not cured. 
Whether he is cured is determined by the location of 
the fracture. He is returned to work and is instructed 
to use the injured knee without restriction. If two 
attacks characteristic of injury to the cartilage follow 
his release from fixation, then he is advised that only 
operation will cure his knee. 

Operation is done through the usual anterior incision, 
made long enough to allow good exploration of the 
knee. The front portion of the cartilage is cut free, 
and the attachment of the cartilage to the lateral liga- 
ment is separated as far back as can be done without 
excess trauma. A second incision is made just ahead 
of the hamstring tendons behind, and the posterior end 
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is dissected free. The cartilage is then removed through 
the anterior incision. 

We like this method, since it permits removal with 
relatively little trauma to the articular cartilage. We 
have tried most other methods and have found that we 
often abuse the articular cartilage or fail to remove at 


Fig. 11.—Bucket handle fracture. 


least 90 per cent of the cartilage. Two incisions take 
no longer to heal than does one. 

We find that for patients under 35 no postoperative 
fixation is necessary. It has seemed desirable, however, 
to fix the knee in slight flexion for one week when 
the patient is over 35. Persistent effusion is common 
if this precaution is neglected. 

Concerning results, as stated several times previously 
55 per cent of our patients have recovered by fixation 
for six weeks. There may be some in this group who 
do not have injury of the cartilage. We have not 
opened the knee, and hence we do not know absolutely. 
Treatment of the remaining 45 per cent of injuries 
shows the following results: Complete cure is expected 


Fig. 12.—Compound bucket handle fracture. 
avascular area to the free margin. 


This type traverses the 
in 72.33 per cent of cases. In 18.33 per cent there is 
slight pain, weakness, grating of the joint or occasional 
swelling of the joint. In 9.33 per cent there will be 
a recurrence of the intermittent pain, swelling, weak- 
ness, locking and loss of full motion of the joint. 
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The failure of treatment in 27.66 per cent of cases 
is attributed by us to the following causes, and in this 
order: (a) faulty diagnosis; (b) failure to recognize 
a concomitant injury of the anterior crucial ligament ; 
(c) failure to remove the major portion or all of the 


Fig. 13.—Tear into the posterior third of the cartilage. 


cartilage; (d) injury to the articular cartilage, pre- 
operative (cheilitis) or at operation; (e) damage to 
the internal lateral ligament; (f) persistent synovitis ; 
(q) failure to operate within one year, and ) regener- 
ation of cartilage. 

In this series the patient was usually” ‘operated on 
twenty-five and six-tenths weeks after his primary 
injury. The best results seem to have been obtained 
when operation was done between the fifth and the 
twenty-sixth week after primary injury. The worst 
results were in the cases in which operation was done 
fifty-three to two hundred and fifty weeks after injury. 

Complete recovery was achieved twenty-one days 
after operation in the group between 11 and 20 years 


Fig. 14.—Dislocation of the posterior third of the cartilage. 


of age. In the group between 21 and 50 there was no 
great difference; the average recovery was within 
thirty-five days. With a few patients recovery took 
forty-two days or more, and a few of the last-named 
group recovered in twenty-eight days. We feel that the 
average patient injured in industry and protected by 
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compensation will be disabled from all work for forty- 
two days and from heavy work for two additional 
weeks. This is longer by 50 per cent than is required 
by the person who is treated as a private patient. 

We cannot say definitely that to prevent injuries to 
the cartilage wide-pelvised men and boys should be kept 
from arduous activity. Perhaps we can in a few years, 
when this study has progressed further. Certainly, 
however, the poorly muscled, wide-pelvised, overweight 
male should be advised of his predisposition and, in 
industry, avoid as far as possible occupations which 
require frequent flexion and rotation of the knee. 
Exercises of the quadriceps given routinely in anticipa- 
tion of iniury seem, in certain football groups, to 
diminish the number of injuries to the internal cartilage. 
This is in keeping with our conclusion that the imper- 
fectly muscled person is more likely to have such an 
injury. 

CONCLUSIONS 

1. Injuries to the cartilage occur most commonly at 
about the twenty-ninth year of life. 

2. They are usually the result of intolerable torsion 
strains. 
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Fig. 15.—Relative incidence of symptoms of cartilage injury. 


3. We believe that they occur most commonly in the 
obese, the undermuscled and the wide-pelvised person. 
These three factors may have the same basic cause. 

4. The ordinary expectancy of results shows marked 
improvement in 90 per cent of cases in which operation 
is done. With the nonoperative methods 55 per cent 
of cures are expected. 

5. Ordinarily, the younger the patient the quicker the 
recovery. 

6. Patients operated on before the end of the sixth 
week after injury often have severe effusions. With 
the indecision which arises as to whether the lesion is 
through the vascular zone, and hence curable by con- 
servative means, we believe that all patients should 
undergo six weeks’ preliminary immobilization. 

7. Injuries which recur after this period can be cured 
only by removal of the damaged cartilage. 

8. Locking, despite the common belief, occurs in only 
30 per cent of cases. Pain and instability are the most 
common symptoms. 

9, Partial or complete failure of recovery after oper- 
ation is due to many causes, chief of which is faulty 
diagnosis. Another important one is failure to operate 
before the end of the first year after trauma. 

146 Barrett Street. 
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DIABETIC ACIDOSIS 


A STUDY OF TWO HUNDRED AND TWENTY 
CONSECUTIVE CASES 


JOSEPH T. BEARDWOOD Jr, M.D. 
Assistant Professor of Medicine, Graduate School of Medicine, Univer- 
sity of Pennsylvania; Physician to the Presbyterian Hospital; 
Physician-in-Chief to the Department of Metabolic Diseases, 
Abington Memorial Hospital, Abington, Pa. 


AND 
GEORGE P. ROUSE Jr, M.D. 
Dispensary Assistant Physician, Presbyterian Hospital 
PHILADELPHIA 


Since the introduction of insulin physicians have been 
apt to feel that diabetic acidosis is a rare and unusual 
complication of diabetes and that it no longer presents 
a frequent medical problem. Unfortunately, this is not 
true. It still is of major importance and, as a careful 
study of the literature will reveal, still is responsible for 
a large number of fatalities which in most cases could 
be avoided if physicians and the laity were conscious 
of the incidence and the early symptoms. For this 
reason our paper is for the most part statistical. 

Among the last 1,865 patients admitted to the 
metabolic services of one of us (Beardwood) at the 
Graduate Hospital of the University of Pennsylvania 
and at Bryn Mawr, Presbyterian and Abington hos- 
pitals, there were 220 with diabetic acidosis. We feel 
that the term diabetic coma is a poor one, as the coma 
merely is the terminal stage of an acidotic condition 
which has been present for one to three days. We feel 
also that the term coma is not descriptive of the actual 
chemical condition of the patient, for there were in our 
series some patients perfectly conscious whose blood 
plasma had a carbon dioxide-combining power of 7 
volumes per cent and others, in deep coma, with a 
carbon dioxide-combining power of 33 volumes per 
cent. Therefore we feel that diabetic acidosis is the 
proper term to apply to the condition. One should 
disregard the term coma and realize that even before 
unconsciousness results the patient presents for some 
hours, or even days, symptoms of which earlier recog- 
nition will result in prompt treatment of the acidosis 
and therefore in a quicker recovery. 

A brief review of the symptoms of diabetic acidosis 
would seem to be of interest. The usual symptoms are 
(1) increase of the cardinal diabetic symptoms of 
polyuria and polydipsia, (2) drowsy restlessness, (3) 
abdominal symptoms of nausea and vomiting and pain 
which may or may not be associated with tenderness, 
(4) coincidental development of Kussmaul breathing, 
(5) increasing drowsiness and (6) unconsciousness. It 
cannot be emphasized too strongly that these symptoms 
do not necessarily occur in this order and that coma 
may not develop even with a relatively low carbon 
dioxide—combining power. We feel that the abdominal 
symptoms are of primary importance in differential 
diagnosis. In a series which we reviewed previously,’ 
71 per cent of the patients showed as a predominating 
symptom nausea and vomiting; in this series of 220 
patients 53.6 per cent had abdominal symptoms. The 
diagnosis of diabetic acidosis cannot be made with 
certainty from the clinical evidence alone but must be 
made from laboratory data. 


1. Beardwood, J. T.: Abdominal Symptomatology of Diabetic Acidosis, 
A. M. A. 105: 1168-1172 (Oct. 12) 1935. 
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PRECIPITATING FACTORS 

While every case of diabetes might be considered a 
potential case of acidosis, there seem to be certain 
definite factors which are given as precipitating causes. 
In table 1 are shown the precipitating factors as we 
could best obtain them from the histories. Joslin * 
expressed the belief that in his series the most common 
precipitating factor was dietary indiscretion, with infec- 
tion next in importance. One patient in our series and 
2 seen since it was completed have apparently been 
thrown into acidosis by the use of sulfanilamide for 
treatment of a concurrent infection. More than one 
fifth of this group, or 20.5 per cent, did not know that 
they had diabetes before they were admitted with 
acidosis; 28 were adults and 17 were children. Ina 
good many of the 100 patients whose acidosis had no 
apparent precipitating factor the condition developed 
with nausea and vomiting which, as it cleared up when 
the acidosis was treated, would seem to have been a 
result of and not the cause of the acidosis. 


Tas_e 1.—Precipitating Factors in Two Hundred 
and Twenty Cases * 


2. Infections of the upper respiratory tract (sore throats, ete.).... 33 
5. Withdrawal of progynon-B therapy...................ccceeeeeeeeees 1 
6. Gangrene and vascular lesions of the lower extremities.......... 10 
11. Pyelitis and urinary infections..................... 3 
18. Sulfanilamide in the treatment of infeetion of the middle ear.... 1 

21. Cause unknown; patient referred to clinic; no symptoms......... 1 


* Of the 220 patients, 118 (or 53.6 per cent) had abdominal symptoms. 
Of 20.5 per cent — without knowledge of their diabetes, 28 were 
adults 17 ehildre 


The principles, or aims, of the treatment of diabetic 
acidosis have been well stated by Darrow® as (1) 
restoration of sodium chloride along with sufficient 
water to enable the kidneys to adjust extracellular 
volumes and concentrations, (2) adjustment of the 
acid-base equilibrium in certain cases and (3) treatment 
of the shock syndrome. The actual routine in the 
handling of the patient with diabetic acidosis requires 
the intelligent and judicious use of insulin, dextrose, 
salt and water. It would seem logical that in treatment 
of acidosis alkali should be added to the armamentarium. 
Sodium bicarbonate itself seems to have definite dis- 
advantages, and we have recently been following the 
suggestion of Hartmann * in using sixth-molar solution 
of sodium lactate. Hereafter sixth-molar solution of 
sodium lactate will be referred to as sodium lactate. 
Our series, however, contained some patients who were 
not treated with sodium lactate. With the use of this 
solution recovery from the acidosis is more rapid, and 


2. Jos E. P., and others: Diabetic Coma, Arch, Int. 
175- 195 (Feb. ) 1937. 
3. Darrow, D. C.: The Pharmacopeia and the Physician: 


of Dehydration, Acidosis and Alkalosis, J. A. M. 
24) 1940. 


Med. 59: 


Treatme 
A. 114: 655-660 (Feb. 


4. Hartmann, A .: Treatment of Severe Diabetic Acidosis: Com- 
»varison of Methods, with Particular Reference to Use of Racemic Sodium 
7 actate, Arch. Int. Med. 56: 413-434 (Sept.) 1935, 
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we agree with Hartmann,’ who stated that almost as 
much benefit is derived from sodium lactate during the 
first hour of treatment as is accomplished in eight hours 
with the other routine procedures without the use of 
alkali. Chart 1 shows that a patient admitted twice in 
a diabetic coma, the states of acidosis being comparable, 


| 
| 
| | | 
t 
ac 
N 
TREATED WITH SDOIUM LACTATE. 
= 


lactate 
same patient during two 


Chart 1.—-Comparison of treatment with sixth-molar sodium 
solution and other forms of treatment of the 
successive diabetic comas. 


recovered seventy hours sooner the second time, when 
sodium lactate was used. Hartmann advocated, particu- 
larly for diabetic children, a specified amount of sodium 
lactate, giving 60 cc. per kilogram of body weight. We 
have not followed his advice but have started patients 
under 13 with 500 cc. and given more when proper 
clinical response was not obtained. The adults we have 
given 1,000 ce. and increased this amount as the chemi- 
cal response indicated. 

It is interesting to note that, for children who received 
sodium lactate and recovered, the average time of 
recovery was eleven and one-half hours and the average 
amount of sodium lactate taken was 617 cc. For adults, 
the average time of recovery was twenty-one and six- 
tenths hours and the average amount of sodium lactate 
1,114.6 cc. We have used sodium lactate in all cases 
of severe acidosis for the last two years. By recovery 
from acidosis, we mean the time required to bring the 
carbon dioxide-combining power of the blood plasma 
up to 45 volumes per cent. 

INSULIN 

The amount of insulin advocated in the treatment 
of diabetic acidosis varies considerably with different 
authors. We have tended to use smaller doses, possibly, 
than most other investigators. Our average dose of 
insulin has been for children 158.8 units and for adults 
172.7 units, while for patients who did not recover the 
average dose was 160.8 units. We feel that with the 
use of sodium lactate smaller doses of insulin are 
required. Hartmann has shown that definite improve- 
ment can be obtained in cases of severe diabetic acidosis 
with sodium lactate alone. Recovery was slower than 
in cases in which insulin and sodium lactate had both 


been used. 
MORTALITY 


As we have stated previously, the prevalent thought 
is that diabetic acidosis is a condition which can be 
rapidly and easily controlled and for which the mortality 
rate should be low, but in twenty-five series from the 
literature reported by Bertram,’ the “mortality rate 


5. Bertram, F.: 


Pathogenese und Prognose des Coma _ diabeticum, 
Ergebn. d. 1932 


inn. med. u. Kinderh. 43: 258-365, 


ACIDOSIS—BEARDWOOD AND ROUSE 
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varied from 5.6 to 73.9 per cent, with an average of 
29.1 per cent. In a careful survey, Dillon and Dyer ° 
showed a rate of 43.7 per cent. The deaths in our 
series of 220 cases totaled 52, making a rate of 23.6 per 
cent; autopsy was done in 20 cases. However, if we 
tabulate the deaths which we feel were due not to com- 
plications but to diabetic acidosis alone the rate becomes 
5 per cent. 

A great majority of our patients have had a carbon 
dioxide-combining power varying between 3 and 20 
volumes per cent. We have included data on some 
with a combining power above 20 who presented clinical 
evidence of diabetic acidosis and ketonuria and 
recovered in the expected manner after the routine 
treatment for acidosis. We ruled out any other chemical 
or physical reasons for their acidosis. 


FACTORS CONTRIBUTING TO MORTALITY 

1. Age.—Our series bears out the observations on 
other reported series in that one of the most important 
factors contributing to the mortality was the age of the 
patient (chart 2). Among 80 patients with acidosis 
before the age of 20, 5 died. Of these 5, 2 died within 
four and one-half hours after admission to the hospital, 
a third died of severe acidosis following an attempt to 
commit suicide by taking large doses of insulin, a fourth 
died of influenzal pneumonitis and the fifth died with 
a pericardial effusion. The fifth patient might possibly 
be listed as having died of uncomplicated diabetic aci- 
dosis, because sufficient time had elapsed for treatment 
to be effective. In the age group from 20 to 30, 4 of 36 
patients died. The 


greatest mortality 

i was in the age 

group from 60 to 

% 70, in which 13 of 
21 patients died. 

2. Complications. 


deatns —Of the 52 patients 


who died, 16 had 
50 cardiorenal com- 
plications such as 
coronary or cere- 


Recoveries 


40 bral thrombosis or 
uremia. Five had 

= pneumonia, 4 died 
ie of surgical com- 
CASES plications and 9 
20 died of infections 
of various sorts. 

Eleven recovered 

ad chemically from 
their acidosis but 


later died. Even 
with autopsies, we 
were unable to de- 
termine a ‘constant 
cause of death. 

3. Renal Iimpairment.—Third in importance of the 
contributing factors was renal damage. A high level 
of urea nitrogen in the blood, while not always indic- 
ative of impairment of renal function, presented a bad 
prognostic sign in relation to recovery, as shown in 
table 2. 

4. Degree of Unconsciousness —The fourth factor 
was s the degree of unconsciousness. While for the most 


6 
AGE 1-20 21-30 3/-40 41-50 SI-60 61:70 Tit 
Grove 


Chart 2.—Recoveries and deaths in various 
age groups in 220 cases 
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part unconsciousness is associated with a lowered carbon 
dioxide—combining power, as we have stated previously, 
the relation is not invariable. However, it seems logical 
to suppose that the unconscious patients are more 
severely acidotic than those who are conscious. As 
shown in table 3, of 220 patients 41.8 per cent were 


5 © 7 8 10 tt 13 18 % 18 1% BO 


Chart 3.—Recovery times of one patient in twenty successive admissions 
for acidosis. 


unconscious when admitted, and 29.3 per cent of these 
died. Of the 128 who were conscious, 19.5 per cent 
died. These figures are at slight variance with those 
of Dillon and Dyer,® who found that 81 per cent of 
totally unconscious patients and 28 per cent of those 
who were conscious died. 

5. Severity of Acidosis.—The fifth factor was the 
severity of acidosis, which is not, as we have empha- 
sized, of necessity associated with the degree of con- 
sciousness. We have broken down the cases into groups 
according to the carbon dioxide-combining power of 
the patient on admission, CO, as shown in table 4. 


TABLE 2.—A/ortality Rate in Relation to Blood Urea Nitrogen 


Blood Urea Nitrogen, 


Mg. per 100 Ce, Recoveries Deaths 


TABLE 3.—Recoveries in Relation to Consciousness 
on Admission 


Death Rate, 


Recoveries Deaths Total Percentage 
Patient unconscious......... 65 27 92 20.5 
Patient conscious............ 103 25 128 19.5 


6. Recurring Attacks of Acidosis —This factor, 
which has been emphasized by other workers, we do 
not feel to be important in recovery from acidosis. In 
chart 3 it may be seen that 1 patient did not. show 
much difference in recovery time as between the initial 
and the later of twenty successive admissions for 
acidosis. 

ROUTINE OF TREATMENT 

The following is a brief outline of our routine method 

of handling diabetic acidosis. It is important to 


emphasize that no hard and fast rule can be laid down. 
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Each patient needs an adjustment of the routine to fit 
his individual requirements. The treatment of acidosis 
naturally depends to a great extent on its severity. As 
a rule, in the case of severe acidosis our routine is as 
follows: 

1. Immediately after admission blood is collected for 
determinations of sugar, carbon dioxide-combining 
power chloride and total base. 

2. From 30 to 50 units of insulin is administered 
to the patient subcutaneously or, in exceptional cases, 
intravenously. 

3. The administration of sixth-molar sodium lactate 
solution is started, the initial dose planned being 500 cc. 
for patients under 15 and 1,000 ce. for adults. This is 
given either by venoclysis or subcutaneously. Many 
patients require supplementary doses dependent on their 
chemical response. 

4. If the initial reading of the blood sugar is below 
2:0 mg., 25 Gm. of dextrose in 50 per cent solution 
Is given intravenously at the same time. 

5. In one hour, 15 to 25 units of insulin is given, 
with 25 Gm. of dextrose in 50 per cent solution. This 
is repeated every one or two hours, the dextrose being 
injected intravenously or administered through a Jutte 
tube until the patient’s condition has improved by clin- 
ical and laboratory standards. 


Tasre 4.—J\Jortality Rate in Relation to Carbon Dioxide 
Combining Power on Admission 


Average 
Carbon 
Dioxide- Deaths 
Mor- Combining Due Deaths Mortality 
tality Power on to Due Rate 
Number Rate, Admission, Com- to for 
of  Reeoy- Percent- Volumes pliea- Dia- Diabetes, 
COs Cases eries Deaths age per Cent tions betes Percentage 
1-100 «19 ll 58.0 8.0 7 4 36.8 
11-19 Ss ri 1s 20.5 14.7 12 6 33.3 
20 or 
over 102 bad | 21 20.6 30.5 20 1 5.0 


6. Many patients with severe coma will require also 
1,000 to 3,000 ce. of physiologic solution of sodium 
chloride, which may be given subcutaneously or by 
vein, depending on the individual patient. We have 
found it helpful to patients with poor veins and, par- 
ticularly, to young patients to introduce a Jutte tube 
through the nose, allowing it to pass into the duodenum. 
This enables one to administer dextrose and fluids in 
a satisfactory manner and will save veins which may 
he sorely needed at a later date. 

7. \We have found that in cases of severe hypo- 
chlorenia the administration of 50 ce. of a 10 per cent 
solution of sodium chloride is of help in restoring the 
depleted electrolytes. 

&. Determinations of blood sugar and carbon dioxide— 
combining power are made every two or three hours 
until the patient is definitely free of acidosis. If such 
determinations are not possible, urinalysis may be made 
for the presence of sugar, acetone and diacetic acid. If 
urinaivsis is used as an indication of therapy, we feel 
it is important in the absence of blood sugar determi- 
nation to allow some glycosuria to occur to obviate the 
possibility of the patient’s passing from acidotic coma 
into hypoglycemic coma without regaining conscious- 
ness. 


15 
70 
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SUMMARY 

The mortality rate for 220 cases of diabetic acidosis 
among 1,865 diabetic patients was 23.6 per cent when 
cases in which there were complications were included ; 
when such cases were eliminated it was 5 per cent. We 
feel that it is important in appraising any statistics on 
diabetic acidosis to take into consideration such com- 
plications, which would probably prove fatal even with- 
out the acidosis. We used sixth-molar sodium lactate 
solution in the majority of the cases and feel that it 
presents the following advantages: (1) quicker recov- 
ery chemically and clinically, (2) requirement of smaller 
amounts of insulin, (3) less tendency for complications 
and (4) not much danger of alkalosis. Such danger 
from treatment with sodium lactate has been over- 
emphasized, as some of our patients have gone into 
alkalosis with a carbon dioxide-combining power as 
high as 89, have been readily controlled and have shown 
no ill effects. Alkalosis occurs less frequently if the 
intake of sodium chloride is adequate. 

While we have not emphasized in this paper the pre- 
vention of diabetic acidosis, we feel that proper educa- 
tion of the patient with diabetes in the prevention of 
acidosis is of greatest value in avoiding its development. 

Diabetic acidosis is still a major medical problem 
requiring careful cooperation with the laboratory and 
energetic and intelligent treatment. 

2031 Locust Street. 
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ACUTE HEMOLYTIC SULFA- 


THIAZOLE 


ANEMIA FOLLOWING 
ADMINISTRATION 


REPORT OF A CASE WITH RECOVERY 


E. Danrorp Quick, M.D., anp Frep D. Lorp, M.D. 
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Acute hemolytic anemias following administration of sulfanil- 
amide and sulfapyridine have been reported. Sulfathiazole, 
which appears to cause fewer toxic manitestations, has rapidly 
come into use for this reason and because it is effective against 
a wider variety of organisms than the former chemicals. Its 
potential dangers are evidently the same as the earlier drugs 
of the sulfonamide series. We have been unable to find reports 
in the literature of cases of acute hemolytic anemias caused by 
this drug and therefore wish to report the following case: 


REPORT OF CASE 

History—A youth aged 19, a carpenter, had three teeth 
extracted in January 1941 and apparently made an uneventful 
recovery. Three weeks prior to admission to the hospital on 
April 26 a painless swelling of the right mandible developed. 
This gradually became larger and he consulted his dentist, 
who took roentgenograms that revealed a localized osteomyelitis 
at the site of the dental extraction. He then consulted a 
physician who directed him to apply hot packs and to take 
10 grains (0.65 Gm.) of sulfathiazole every four hours. After 
he had taken 70 grains (4.55 Gm.) he noticed the appearance 
of jaundice. He was directed to discontinue the drug, but a 
temperature of 104 F. developed and he became severely ill. 

The past history and family history were noncontributory. 

Physical Examination—On admission April 26 the patient 
appeared gravely ill. There was pronounced pallor of the skin 
and the scleras were jaundiced. His temperature was 102 F., 


From the Riverside County Hospital, Arlington, Calif. 


ACUTE HEMOLYTIC ANEMIA—QUICK 


AND LORD is 
the pulse rate was 160 beats a minute, respirations were 32 
a minute and the blood pressure was 150 systolic and 0 diastolic 
expressed in millimeters of mercury. Examination of the right 
mandible revealed a soft, nontender mass 3 by 1.5 em. which 
was not apparently connected with the bone, lying midway 
between the symphysis and the angle. There were no necrotic 
lesions of the mouth or throat. The lungs were normal on 
physical examination. The heart tones were weak with a 
systolic murmur heard over the entire precordium. The liver 
was tender and extended 3 or 4 cm. below the right costal 
margin. The spleen was not felt, nor were there significantly 
enlarged lymph nodes. 

Laboratory examination on admission revealed 840,000 eryth- 
rocytes and 14,000 leukocytes per cubic millimeter of blood, 
with a differential count of 82 per cent segmented forms and 
18 per cent lymphocytes. There was advanced hypochromasia, 


poikilocytosis and anisocytosis of the red blood cells. The blood 
group was II (Moss). The icteric index was 16.5 units. The 
reaction to the Kahn test for syphilis was negative. Urinalysis 


revealed a specific gravity of 1.028, a trace of albumin and a 
trace of sugar. Tests for bile and urobilinogen gave negative 
results. Microscopically there were occasional red and white 
blood cells per high power field (centrifuged). 


Clinical Course —From the time of admission to the twelfth 
day the patient had an extremely stormy course; he appeared 
moribund much of the time. On the sixth day bronchopneumonia 
developed and at the same time the blood presure became 
280 mm. of mercury systolic and 0 diastolic. The nonprotein 
nitrogen was 160 mg. and the creatinine 3.7 mg. per hundred 
cubic centimeters of blood. Throughout the illness there was 
a daily excretion of from 1,500 to 2,000 cc. of urine of low 
specific gravity. At no time did the urine contain more than 
a few red blood cells per high power microscopic field, nor were 
there abnormal amounts of urobilinogen. 

The accompanying table reveals the tendency for the destruc- 
tion of erythrocytes to continue despite the frequent transfusions 
of citrated blood; by the fourth day the red blood cells numbered 
only 940,000 per cubic millimeter of blood. 

On the ninth hospital day a purpuric rash appeared over the 
entire body. A tourniquet test gave positive results. On the 
eleventh day the nonprotein nitrogen became 300 mg. per hun- 
dred cubic centimeters. Several tests for occult blood in the 
feces gave negative results. Three blood cultures were done, 
two of which were negative and one which contained a few 
colonies of nonhemolytic staphylococci was regarded as con- 
taminated. 

On the twelfth hospital day the mandibular swelling had 
gone. This lesion had never assumed importance in the illness 
and roentgenograms showed only a slight rarefaction at the site 
of the dental extraction. From this day on the erythrocyte count 
increased in response to transfusions and a steady improvement 
in the patient’s condition occurred. His blood pressure at this 
time had dropped to 134 systolic and 72 diastolic. Qn the 
nineteenth day the phenolsulfonphthalein test of renal function 
yielded 55 per cent recovery of the dye in the urine in one 
hour and 72 per cent in two hours. On the twenty-second 
day the nonprotein nitrogen of the blood had dropped to 35.5 
mg. per hundred cubic centimeters of blood. 

On the thirty-eighth day after admission the patient was 
well enough to leave the hospital. At this time the urine 
contained a few hyaline casts and an occasional white blood 
cell per high power field. The erythrocytes numbered 3,690,000, 
the leukocytes 7,200 per cubic millimeter and the hemoglobin 
content was 11 Gm. per hundred cubic centimeters (68 per cent). 

A check-up three weeks later revealed that the patient felt 
well but was still weak. The erythrocytes numbered 5,120,000 
per cubic millimeter and the hemoglobin was 93 per cent. The 
nonprotein nitrogen was 35.3 mg. per hundred cubic centimeters 
and the phenolsulfonphthalein test of renal function revealed 
45 per cent recovery of the dye in one hour and 66 per cent 
in two hours. 
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Date 
4/26/41 


4/27/41 


4/28/41 


4/29/41 


4/30/41 
5/ 1/41 


5/ 2/41 


5/ 3/41 


5/ 4/41 


5/ 5/41 


5/ 6/41 


5/ 7/41 


5/ 8/41 
5/ 9/41 


5/10/41 
5/11/41 


5/12/41 


5/13/41 


5/14/41 
5/15/41 
5/19/41 


6/ 2/41 
dismissed 
from 


hos pital 
3 week 
check-up 


Red blood cells........... 
White blood cells........ 
Hemoglobin............. 


Differential 


Lymph 


White blood eells........ 


Different 


Polymorphonuclears. 
cytes a 


Lymphoce 
Red blood cells... 


White blood cells............ 
Hemoglobin............. 
Reticulocytes............ 


Clotting time........... 
Bleeding (Duke).. 
Red blood cells......... 


Hemoglobin............. 


Red blood cells.......... 
White blood cells....... 


Differential 


L 


Monocytes............. 


Blood Counts 


Nuleated ve blood cells 34 per 100 white blood cells 


Red blood cells........... 
White blood cells........ 


Hemoglo 
Differential 


Polymorphonuclears. . 


Lymphocytes 


Hemoglobin 


Differential 


Polymorphonuclears. . 


Lymphocytes......... 


Red blood cells........... 
Hemoglobin............. 


Red blood cells........... 
White blood cells........ 


Hemoglobin 
Differential 


Polymorphonuclears . 
ytes 


Lymphoe 


Red blood cells........... 


White blood cells...... 


Hemoglobin............. 


Red blood cells......... 
White blood cells. ..... 
Red blood cells.......... 
White blood cells...... 


Reticulocytes........... 


Red blood cells........... 


Hemoglobin........... 


Red blood cells........... 
Hemoglobin............. 


Red blood eells........... 
White blood ecells........ 


Hemoglobin 


Red blood cells........... 
White blood cells........ 
Hemoglobin............. 


Differential 


Polymorphonucelears. . 
Lymphocytes.......... 


Red blood 
White blood cells........ 
Hemoglobin............. 


Red blood cells........... 
White blood cells........ 
Hemoglobin............. 


Red blood cells........... 
White blood cells........ 
Hemoglobin............. 


Red blood eells........... 
White blood cells........ 
Temoglobin............. 


Red blood cells........... 
Hemoglobin............. 


Red blood cells........... 
White blood cells....... 


68% 


1,410 000 


T3% 


2,730,000 


3,690,000 


7,200 


5,120,000 


Blood a 
Other Chemical Examinations 
Icterie index, 16.5 units............ 


Ieterie index, 14 units 


Blood culture negative 
Nonprotein nitrogen, 169 mg. 
per cent; creatinine, 3.7 mg. per 


cent: icteric index, 14 units; 
sulfathiazole blood level, 0 


Icterie index, 10 units; nonprotein 
nitrogen, 300 mg. per cent; creat- 
inine, 1.8 mg. per cent 

Blood culture: nonhemolytie 
staphylococci (contaminant) 


Icteric index, 10 units... 


Blood culture negative...... 


Phenolsulfonphthalein: hr. 55% 
2 hrs, 22 


Nonprotein nitrogen. 5 meg. To 


Phenolsulfonphthaiein: lhr. 45% 
2 hrs, 22% 


Total,..... 67% 
Nonprotein nitrogen... .35.5 mg. % 


Urinalysis 


Specifie gravity, 1.028; albumin, 
trace; sugar, trace; bile an 
urobilin, negative; oceasional 
white blood cells and red blood 
cells per high power field cen- 
trifuged 

As above 


Essentially as above 


Essentially as above 


Specific gravity, 1.002; albumin, 
2 plus; sugar, trace; occasional 
red blood cell and white blood 

cell 


Specific gravity, 1.011; album‘n, 
2 plus; sugar, negative: cceca- 
sional white blood cell and red 
blood cell 

Specific gravity, 1.010; albumin, 
trace; oecasional white blood 
cell and red blood eel! 


Fssentially as above 


Specifie gravity, 1.008: albumin, 
trace: occasional white blood 
cell and red blood cell and 
hyaline casts 

Same as above 


Specifie gravity, 1.007: albumin, 
trace: 12 white blood cells, ocea- 
sional red blood cells: numerous 
hyaline and granulated casts 
As above 


Specifie gravity. 1.014; a'bumin, 
trace; 13 white blood cells per 
high power field; a few hyaline 
and granular casts 

Essentially as above 


Fssentially as above 


Fssentially as above 


Specific gravity, 1.011: albumin, 
trace; 3-4 white blood cells and 
occasional red blood cells, and a 
few hyaline casts 

Specific gravity, 1.018; albumin, 
trace; moderate Dumbers of 
white blood cells and hyaline 
casts 

Specifie gravity, 1.018; albumin, 
negative; sugar, negative; 

2-3 white blood cells per 

high power field 


14,000 
18% 
21,200 
32% 
1,490,000 
14,350 
34% 
990, 
26% 
6 min. 
16 min. 
800,000 
22% 
980,000 
26,000 
75% 
1% 
1% 
99 750 
92.690 
Red blood cells............ 1.550.009 
15% 
7,100 
9% 
7 
Total......77% 
8,200 
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Therapy—On admission the patient was given 2,000 cc. of 
10 per cent dextrose and 1,000 cc. of citrated blood from 
group II donors. This was followed by a chill and elevation 
of the temperature to 104.6 F.; his pulse became imperceptible 
and he became irrational. This condition persisted for a period 
of six hours before he improved and became rational. The 
next nine days he received daily transfusions of 500 cc. of 
citrated blood, all from group II donors. Thereaiter he received 
transfusions on alternate days of 250 cc., likewise from group II 
donors, until he had received a total of 6,500 cc. of citrated 
blood. There were severe reactions to these transfusions until 
the procedure was preceded by infusions of sodium lactate- 
Ringer's solution in the amount of 30 cc., of the isotonic (one- 
sixth molar) solution per kilogram of body weight. This was 
begun on the tenth day and thereafter the patient improved 
uninterruptedly. Oxygen was administered intermittently by 
nasal tube from the fiith to the sixteenth day after admission. 


COMMENT 

In this case of acute hemolytic anemia which developed after 
the ingestion of 4.55 Gm. of sulfathiazole the anemia progressed 
and jaundice developed despite the prompt discontinuance of 
the drug by the patient's physician. As Koletsky! pointed 
out, the development of this condition does not depend on 
the dosage, the concentration of the drug in the blood or the 
type of infection but rather on the person’s idiosyncrasy. Ravid 
and Chesner? reported similar case resulting the 
administration of 8 Gm. of suliapyridine. There was likewise 
severe azotemia, but the urine contained large amounts of 
blood and at autopsy the renal tubules were filled with acid 
hematin casts. The authors likened the azotemia in their case 
to that which occurs in incompatible transfusions. The mecha- 
nism of the production of azotemia in our case is not clear 
to us. The creatinine remained almost normal while the non- 
protein nitrogen rose to 300 mg. per hundred cubic centimeters 
of blood. There was no hematuria nor did anuria develop. 
Sharpe and Davis* noted that transfusions made attacks of 
hemolytic anemia worse by causing increased hemolysis. Our 
patient had severe reactions to transfusions, but there was no 
evidence that a hemolytic reaction occurred, as there was no 
hematuria and no increase of the icteric index after admission. 
Regardless of the mechanism involved, the reactions were pre- 
vented by alkalization of the urine, a therapeutic procedure 
whose importance Tragerman and Goto * demonstrated in giving 
transfusions to patients with hemolytic anemia. Antopol and 
his co-workers ° described 2 cases of hemolytic anemia caused 
by sulfanilamide therapy in which autoagglutination of the 
patient’s red blood cells was observed in the cold counting 
chamber. This phenomenon was not observed in our case. 


CONCLUSIONS 

1. A patient had a severe hemolytic anemia after the inges- 
tion of 70 grains (4.55 Gm.) of sulfathiazole prescribed for 
a iow grade osteomyelitis which followed a dental extraction, 

A severe azotemia and hypertension developed, but there 
was no evidence of the occurrence of renal tubular obstruction 
with acid hematin casts, nor did anuria develop. 

3. Recovery occurred after a prolonged stormy course. A 
total of 6,500 cc. of citrated blood was given in transfusions. 
Reactions to transfusion were prevented by infusions of sodium 
lactate-Ringer’s solution. 

3616 Main Street. 
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LABEL STATEMENTS OF 
VITAMIN CONTENT 


At the last meeting of the Council on Foods and Nutrition 
and the Council on Pharmacy and Chemistry it was decided 
in the respective councils that, when practicable, vitamin con- 
tent should be stated in milligrams in preference to micrograms 
or units. This action was prompted by recognition that con- 
fusing practices have grown up in the industry concerning 
representations for the vitamin content of products. The vita- 
min content of food products has been expressed in micrograms 
even though the term is wholly unfamiliar to the public; as a 
result of this the purchaser may be led to believe that a product 
has a higher vitamin content when so represented than if units 
or milligrams were used. For instance, 1 mg. of vitamin B: 
equals 333 U.S. P. or international units, or 1,000 micrograms. 
A very similar situation prevails with respect to riboflavin. 
The conclusion was reached that, whenever it is possible and 
practicable, vitamin content should be expressed in milligrams. 
The decision is applicable to ascorbic acid, thiamine, riboflavin, 
nicotinic acid and vitamin K preparations and will be applied 
to other vitamins such as pyridoxine and pantothenic acid if 
any representations with respect to the quantities of these vita- 
mins present are deemed to be in conformity with the policies 
of the respective councils. Vitamin A and vitamin D content 
should be expressed in U. S. P. units. 

This ruling does not prohibit the use of U. S. P. units in 
conjunction with a statement of vitamin content in milligrams. 

The ruling will be effective from the date of adoption of the 
report (May 21, 1941) for any product under consideration for 
acceptance. The effective date for products which have been 
accepted is April 1, 1942. 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE CoUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NONOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE 
COUNCIL BASES ITS ACTION WILL BE SENT ON APPLICATION. 


Tnueopore G. Kiumpp, M.D., Secretary. 


REFINED SOLUTION LIVER EXTRACT PAR- 
ENTERAL-LEDERLE.—A sterile, aqueous solution, con- 
taining the nitrogenous nonprotein fraction G ot Cohn et al. 
obtained from fresh mammalian liver, preserved with 0.5 per 
cent phenol. The potency of the preparation is such that its 
daily parenteral administration has been found to produce the 
standard reticulocyte response defined for each U. S. P. unit 
(injectable) present when assayed in cases of pernicious anemia 
as required by the Council. 

Actions and Uses.—Refined solution liver extract parenteral- 
Lederle is proposed for intramuscular injection in the treatment 
of pernicious anemia (see the general article Liver and Stomach 
Preparations, New and Nonofficial Remedies, 1941, p. 328 

Dosage.—To insure optimum dosage for cases of pernicious 
anemia . a it is advisable to make an initial injection 
of 30 to 40 U. S. P. injectable units (3 to 4 cc.) of 10 U. S. P 
teeth lg units (1 ec.) each day for three or four successive 
days. About ten days subsequent to the initial treatment, weekly 
injections of 10 U. S. P. injectable units (1 cc.) are generally 
sufficient to induce complete remission. The maintenance dose 
should be not less than 1 U. S. P. injectable unit daily, but 
this may be given as a cuindeties dose at intervals according 
to the discretion of the physician. In complicated cases and 
those with extensive neurologic involvement, the optimum dos- 
age may be much larger and must be determined for each 
patient. 

Manufactured by the Lederle Laboratories, Inc., Pearl River, N. Y. 

Refined Solution Liver Extract Parenteral- Lederle, 10 U. S. P. Inject- 
able Units Per ce., 5 cc. vials. 

Refined Solution Liver Extract Parenteral-Lederle, 10 U. S. P. Inject- 
able Units Per ce., 10 cc. vials. 


4 


117 
NUMBER 20 


COUNCIL 


Refined solution liver extract parenteral-Lederle is prepared as 
follows: A mixture of finely ground liver and water is acidified to the 
isoelectric point, pu 5.0-5.4. After partial coagulation of the liver pro- 
teins is effected by heating to 75-85 the pulp is separated by filtra- 
tion, centrifugation or pressing and the aqueous filtrate is concentrated 
in vacuo to the consistency of a thin syrup. By careful fractional 
precipitation with large volumes of alcohol at low temperatures (4 
much inactive material (proteins) is precipitated and subsequently dis- 
carded. The alcoholic filtrate is concentrated in vacuo and _ sufficient 
alcohol added to nag on the active material (fraction G) of Cohn 
et al. (Proceedings o e American Society of Biological Chemistry, 
J. Biol. Chem. 74: Ixix Oty] 1927). The washed precipitate, generally 
known as “‘Cohn’s fraction G,” commonly obtained as a hygroscopic. 
brownish powder, in addition to the active antianemic factor, contains 
i matter. In order to obtain a concentrate of the active factor 
as free as possible from inert substances, the solution containing the 
fraction G of Cohn is treated with a special activated carbon. After 
filtering off the carbon, the solution containing the active principle is 
concentrated in vacuo to a point where approximately 0.9 cc. represents 
the active material obtained from 100 Gm. of liver. Subsequently, 
sufficient phenol is added to make 0.5 per cent in the finished product; 
volume is adjusted and the solution is Te by Berkefeld filtration. 
The resultant product has a potency of 10 U. S. P. injectable units per 
cubic centimeter. 


POLLEN 45) (See New and Non- 
official Remedies, 1941, 

The following additional i extracts-Squibb, marketed in 
5 cc. vials representing 10,000 protein nitrogen units per cubic 
centimeter, have been accepted: 

Aunual Bine Grass, Birch (Black, Gray and White Birch in equal 

parts), Burning Bush, Careless Weed, Dock (Bitter Dock and Yellow 
Dock in equal parts), Elm, Hickory (Black Hickory and White Hickory 
in equal parts), Lamb’s Quarters, Maple Mixture (Red Maple, Silver 
Maple, and Ash-Leaved Maple (Box Elder) in equal parts), Burweed 
Marsh Elder, Pecan, Poplar (Downy Poplar and Lombardy Poplar in 
equal parts), Redroot Pigqweed, Sages (Sagebrush) Combined (Sage- 
brush, Pasture Sage, Prairie Sage and Coastal Sage in equal parts), 
Sheep Sorrel, Spiny Amaranth, Western Water Hemp, Willow (Black 
Willow and Willow in_equal parts), Wormwoods Combined (Wormwood, 
Biennial Wormwood, Dragon Sagewort and Mugwort in equal parts). 


The following additional pollen extracts-Squibb are marketed 
in treatment set — of three 3.5 cc. vials, representing, 
respectively, 100, 1,000 and 10,000 protein nitrogen units per 
cubic centimeter, in 5 cc. and 20 cc. individual vial packages 
representing 10,000 protein nitrogen units per cubic centimeter 
and in 5 cc. and 20 cc. individual vial packages representing 
25,000 protein nitrogen units per cubic centimeter : 

Grasses Northern Combined (June Grass, Red Top. Sweet Vernal 
Grass, Orchard Grass and Timothy in equal parts), Grasses Southern 
Combined (June Grass, Red Top, Orchard Grass, Johnson Grass and 
Bermuda Grass in equal parts). 

The following pollen extracts-Squibb are also supplied in 
20 ce. vials representing 10,000 protein nitrogen units per cubic 
centimeter and in 20 cc. vials A conn vo 25,000 protein nitro- 
gen units per cubic centimeter : 

Grasses Combined (Bermuda Grass, June Grass, Orchard Grass, Red 
Top and imothy in equal parts), Ragweed Combined (Giant Rag- 
weed and Dwarf Ragweed in cqual parts). 

The following pollen extract-Squibb is also supplied in 5 cc. 
vials representing 25,000 protein nitrogen units per cubic centi- 
meter, in 20 cc. vials representing 10,000 protein nitrogen units 
per cubic centimeter, in 20 cc. vials representing 25,000 protein 
nitrogen units per cubic centimeter and in treatment set packages 
of three 3.5 cc. vials representing 100, 1,000 and 10,000 protein 
nitrogen units per cubic centimeter, respectively : 


Ragweed and Cocklebur Combined (Giant Ragweed, Dwarf Ragweed 
and Cocklebur in equal parts). 


— (See New and Nonofficial Remedies, 1941, 
p. ). 


Riboflavin-SMACO.—A brand of riboflavin-N. N. R. 

Manufactured by S. M. A. Corporation, Chicago. No U. S. 
or trademark. 

Tablets Riboflavin-SMACO, 1 mg. 

Ampuls Riboflavin, 1 mg. in 5 ce. 


Ile 2) IODIDE (See New and Nonofficial Remedies, 
) 
The following dosage forms have been accepted: 


Ampoules Sodium-lodide-Endo, 1.0 Gm. (15% grains), 10 ce. 
Prepared by Endo Products, Inc., Richmond Hill, ae 
Ampoules Sodium Jodide-Endo, 2.0 Gm. (31 grains), 10 ce. 
Prepared by Endo Products, Inc., Richmond Hill, N. Y. 
Ampoules Sodium Iodide-Endo, 2.0 Gm. (31 grains), 20 ce. 
Prepared by Endo Products, Inc., Richmond Hill, N. Y. 


SULFATHIAZOLE (See New and Nonofficial Remedies, 
1941, p. 514). 


Sulfathiazole-Schieffelin.—A brand of sulfathiazole-N. N.R. 
Manufactured by Schieffelin & Co., New York. No U. S. 


trademark. 
Tablets Sulfathiazole-Schieffelin, 0.5 Gm. (7.7 grains). 


patent 


patent or 
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ANTIPNEUMOCOCCIC SERUM, TYPE VII 
(See New and Nonofficial Remedies, 
Pp ) 
E. R. Squibb & Sons, New York. 


Antipneumococcic Rabbit Serum, Type VII.—It is refined and concen- 
trated by salting out with ammonium sulfate, the age — being 
retained. The final product contains merthiolate 1 in 10, and 0.2 per 
cent of phenol. Marketed in vials containing 20,000 sat pow 50,000 
units each. Included in the trade package is a 5 ce, vial containing 
0.05 ec. of the same concentrated rabbit serum diluted in 5 cc. of physio- 
logical solution of sodium chloride for the sensitivity test. 


ANTIPNEUMOCOCCIC SERUM, TYPE VIII 
— (See New and Nonofiicial Remedies, 
p. 451). 


E. R. Squibb & Sons, New York. 


Antipneumococcic Rabbit Serum, Type VIII.—lIt is refined and concen- 
trated by salting out with ammonium sulfate, the globulin fraction being 
retained. The tinal product contains merthiolate 1 in 10,000 and 0.2 per 
cent of phenol. Marketed in vials containing 20,000 units and 50,000 
units each. Included in the trade package is a 5 ce. vial containing 
0.05 ce. of the same concentrated rabbit serum diluted in 5 cc. of physio- 
logical solution of sodium chloride for the sensitivity test. 


ASCORBIC ACID-U. S. P. (See New and Nonofficial 
Remedies, 1941, p. 557). 
The following dosage forms have been accepted: 


Table ts Acid, 25 mg.: Each tablet contains 25 mg. of ascor- 
bic acid- a equivalent to 500 international units of vitamin 
Prepared by Schieffelin & Co., New York. 
Tablets —— Acid, 50 mg: Each tablet contains 50 mg. of ascor- 
bie acid-U, alent to 1,000 international units of vitamin C. 
Prepared ra Schieffelin & Co., New York. 
Tablets Ascorbic Acid-SMACO, 25 mg.: 
of ascorbic acid-U. S. P., 
vitamin C. 
Prepared by the S. 


Each tablet contains 25 mg. 
equivalent to 500 international units of 


M. A. Corporation, Chicago. 


MERCURIC OXYCYANIDE (See New and Nonofficial 
Remedies, 1941, p. 348). 

The followi ing yf ri forms have been accepted: 

Ampoules Solution Mercuric Oxycyanide, 8 mg. in 5 cc.: Each 5 ce. 
contains 0.008 Gm. of mercuric oxycyanide-N. N. R. in distilled water. 

Prepared by Endo Products, Inc., Richmond Hill, N. Y. 

Ampoules Solution Mercuric Oxycyanide, 12 mg. in 5 cc.: Each 5 ce. 
contains 0.012 Gm. of mercuric oxycyanide-N. N. R. in distilled water. 

Prepared by Endo Products, Inc., Richmond Hill, N. Y. 


SOLUTION OF POSTERIOR PITUITARY (See 
New and Nonofficial Remedies, 1941, p. 395). 


SoLuTION OF PosTERIOR brand of solu- 
tion posterior pituitary-U. 

Manufactured by Endo Products, Inc., Richmond Hill, N. Y. 

Ampoules Solution of Posterior Pituitary-Endo, V% cc. 

Ampoules Solution of Posterior Pituitary-Endo, 1 ce. 


VIOSTEROL IN OIL (See New and Nonofficial Reme- 
dies, 1941, p. 559). 


McKesson’s Viosterol (A. R. § I. Process) In Oil. 
—A brand of viosterol in oil-N. N. 


Manufactured by the American Research Products, Inc., a subsidiary 
of General Mills, Inc., Minneapolis, under license agreement with E. IL. 
du Pont de Nemours Company (McKesson & Robbins, Inc., distributors). 
U.S. patent 2,117,100 (May 10, 1938; expires 1955). 

McKesson’s viosterol (A. R. P. I. Process) in Oil is prepared by the 
activation of ergosterol by low velocity electrons. he activated 
ergosterol is refined and dissolved in vegetable oil. The final product is 
biologically assayed to contain not less than 10,000 units (U. S. P.) of 
vitamin D per gram. 


GOLD SODIUM THIOSULFATE (See New and Non- 
official Remedies, 1941, p. 277). 


Gold Sodium ee brand of sodium 
gold thiosulfate-N. N. 


Mesutacuses by The Lakeside Laboratories, Inc., Milwaukee. No 
U. S. patent or trademark. 
Ampules Gold Sodium Thiosulfate-Lakeside, 0.01 Gm. 


Ampules Gold Sodium Thiosulfate-Lakeside, 0.025 Gm. 
Ampules Gold Sodium Thiosulfate-Lakeside, 0.05 Gm. 
Ampules Gold Sodium Thiosulfate-Lakeside, 0.1 Gm, 


NICOTINIC ACID AMIDE (PYRIDINE: 3 CAR- 
BOXYLIC ACID AMIDE) SMACO (Sce New and Non- 
official Remedies, 1941, p. 556). 

The following dosage forms have been accepted: 

Acid Amide-SMACO, 50 mg. per cc., 1 ce. 
Acid Amide-SMACO, 50 mg. 


ACID (See New and Nonofficial Remedies, 
1941, p. 
The setae dosage form has been accepted: 


Tablets Nicotinic Acid, 


Ampuls Nicotinic 
Tablets Nicotinic 


50 ma.-Merrell. 
S. Merrell Co., Cincinnati. 


Prepared by the Wm. 


1708 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


585 North STREET - - - Cuicaco, ILL. 


Cable Address - - - - “Medic, Chicago” 


Subscription price - + + + Eight dollars per annum in advance 


Please send in promptly notice of change of address, giving 
both old and new; always state whether the change is temporary 
or permanent. Such rotice should mention all journals received 
from this office. Important information regarding contributions 
will be found on second advertising page following reading matter. 


SATURDAY, NOVEMBER 15, 1941 


AMERICAN MEDICAL ASSOCIATION 
ANNUAL SESSION, ATLANTIC 
CITY, JUNE 1942 

The Council on Scientific Assembly of the American 
Medical Association, under the chairmanship of Dr. 
James E. Paullin, is actively at work in cooperation 
with the secretaries of the various sections and with 
the Advisory Comnmttee on the Pan American Session 
developing a program for the meeting in Atlantic City, 
June 8-12, 1942. Practically every problem of immediate 
concern to the medical profession is listed for discussion 
on some of the various programs of the annual session. 
New technics in the elaboration of scientific material 
are scheduled to be employed, including symposiums 
on chemotherapy, the vitamins, infantile paralysis and 
virus diseases. Round table or panel discussions, which 
were a most popular feature of the last annual session, 
are scheduled in several of the sections. ) 

A significant feature of the annual session of 1942 
is the all American character of the program. Corre- 
spondence is already under way to insure, if possible, 
the presence on the program of representatives from 
most of the South American countries, also from Cen- 
tral America, Canada, Cuba, Puerto Rico and other 
countries associated with the American continents. No 
doubt a considerable attendance of Latin American 
physicians will be insured by the presence in this 
country of many young Latin American physicians who 
are now in internships or residencies, as well as others 
who are pursuing graduate study in American medical 
institutions at this time. An entire session of the 
general scientific sessions is to be devoted to contribu- 
tions by leaders in Latin American medicine. More- 
over, the committee having charge of entertainment for 
the annual session proposes several features honoring 
the special guests of this occasion. As the program 
and other features of the meeting develop, announce- 
ments will be regularly made in the Organization 
Section of THE JOURNAL. 

Unquestionably the attendance will be enhanced by 
the special features of the meeting already announced. 
Atlantic City is plentifully supplied with large hotels, 
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but accommodations in the board walk hotels, closely 
adjacent to the large auditorium, are soon exhausted 
by an attendance such as is anticipated. On the occa- 
sion when the American Medical Association met with 
the Canadian medical profession in 1935, almost 9,000 
physicians registered. This means a sufficient number, 
together with the exhibitors and other guests, to tax 
the capacity of any convention city. A list of hotels 
will be published in THE JoURNAL in the near future, 
at which time members planning to attend should make 
reservations promptly. 


AVAILABILITY OF CENSUS REPORTS 

Recent inquiry at the Bureau of the Census, Depart- 
ment of Commerce, revealed a situation of importance 
to all who depend on the statistics and analyses based 
on the decennial census of the United States. The 
Bureau of the Census, from decades of experience in 
collecting and preparing data to meet the constantly 
increasing demand for authentic statistics, has endeav- 
ored to anticipate these needs by assembling more 
complete and comprehensive basic statistical informa- 
tion in each succeeding census. The 1940 decennial 
census has been completed. Those who depend on the 
census tables and analyses in their work await the cen- 
sus publications which they require. Vast amounts of 
newly gathered information now await the necessary 
processing by the Bureau of the Census before this 
information can be made available for general distribu- 
tion. These data may have serious bearing on pre- 
paredness programs and projects. 

Information from the Bureau of the Census indicates 
that many tabulations and analyses cannot be made 
available for distribution because of lack of funds. The 
number of items that have already been definitely elimi- 
nated from the population and housing program of the 
bureau include, among others: 


1. Family statistics 
areas. 


(including family income) for small 


2. Two basic tabulations relating to characteristics of in and 
out migrants for state subregions. 

3. State of birth tabulations (these have been included in every 
census since 1850). 

4. Detailed occupational statistics for cities of 25,000-100,000 
inhabitants. 

5. Statistics showing foreign born population by citizenship 
and country of birth. 

6. Individual income statistics for small areas. 

7. Labor force tabulations for states and cities of 100,000 or 
more inhabitants, including income employment status and other 
occupation and industry characteristics. 


Additional items that must be eliminated if funds 
for the fiscal year 1943 are not obtained include: 


1. Population and housing statistics for sixty tract cities. 
2. All statistics relating to marital status, relationship and 
to education of persons under 25 years of age. 


3. Statistics relating to mortgages and the financing of home 
ownership. 
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4. Statistics relating to wealth, public debt and taxation. 


5. Critical appraisals and analytic materials essential to the 
interpretation of census statistics. 


6. Census of defective, delinquent and dependent classes. 


Other items which cannot be completed until a defi- 
ciency appropriation is obtained for 1942 include: 


1. The complete tabulation of basic general population statis- 
tics for states and cities having 50,000 inhabitants or more, 
including marital status of the population, educational attain- 
ment of persons under 25 years of age in combination with 
school attendance, relationship of person to head of household, 
single years of age, age, sex and color of persons with unknown 
employment status, and citizenship in combination with age of 
foreign born population. 


2. The basic and only tabulation contemplated for internal 
migration, showing the volume of in and out migration for 
selected areas and the characteristics of migrants. The loss 
of this tabulation will result in there being no statistics avail- 
able for a considerable number of the inquiries included on 
the Population Schedule. 


3. The complete tabulation of the industrial characteristics 
in the labor force, showing industrial affiliation in combination 
with such items as class of worker, broad occupational group, 
weeks worked during the year, age, color and hours of work. 

4. Fertility statistics, planned on a sample basis, the transcrip- 
tion of data and card punching for which will be stopped when 
approximately half completed. The elimination of this tabula- 
tion will result in the loss of all data based on the questions 
relating to fertility on the Population Schedule. 

5. Family statistics, planned on a sample basis, including 
family income data, the transcription and card punching for 
which will be stopped when approximately 60 per cent com- 
pleted. The elimination of these tabulations will result in the 
loss of all statistics relating to the employment characteristics 
ot families and of family income. 


6. Joint population and housing household statistics, planned 
on a sample basis, the transcription of data and card punching 
for which will be stopped when approximately 70 per cent 
completed. The elimination of this tabulation will result in 
the loss of all data relating family income and other family 
characteristics to housing statistics. 

7. The tabulation of housing characteristics in combination 
with type of structure. 

8. The tabulation of housing characteristics in combination 
with contract or estimated rent. 


9. The tabulation of housing characteristics in combination 
with gross rent, contract rent plus cost of utilities. The 
elimination of the tabulations in items 7, 8 and 9 will result in 
the complete loss of all cross classifications of housing census 
statistics. 


10. Joint agriculture and population statistics, planned on 
a sample basis, that would provide wage and salary income 
of the farm family in relation to farm income, tenure, type 
of the farm, and so on, and social and economic characteristics of 
croppers and other tenure groups. 


11. The tabulation of farm income by tenure, size of farm, 
and the like. 


12. Completion of the transcription of farm data for minor 
civil divisions. 

These statistical tables and analyses, basic data for 
which are now in the records of the Bureau of the 
Census, can be made available if additional funds needed 
for the completion of the work are provided to the 
bureau. The many agencies which utilize this material 
should do all they can to secure appropriation of the 
necessary funds. 
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CARDI-O-METER 

Recently some sixty drug stores in the city of 
Chicago have added to their equipment a device called 
the Cardi-O-Meter, which enables any person who will 
put his arm in a strap and deposit ten cents in the slot- 
to get a record of his blood pressure and of his pulse 
rate. This is not the first time that various schemes 
have been developed for measuring the blood: pressure 
by nonmedical agents who collect a dime. The plan 
burst forth not long ago on Coney Island in New York 
and on the Boardwalk in Atlantic City. It was in effect 
in St. Petersburg, Fla., where many a middle aged 
westerner goes to keep warm in the winter. However, 
now the recording of blood pressure, it seems, is going 
to be wholly mechanical. 

Americans are great believers in gadgets. The time 
may yet come when some ingenious mechanic, working 
in a machine shop, will promote a contraption designed 
to furnish a complete physical examination, including 
the basal metabolic rate, an electrocardiographic trac- 
ing, a vital capacity test with a spirometer, a muscle 
test with an ergograph, and the pulse and blood pres- 
sure recorded by the Cardi-O-Meter. All the former 
technics would be as meaningless and perhaps even less 
dangerous than uninformed attempts to interpret blood 
pressures. Indeed, just another step will carry the pro- 
moters to the provision of a complete x-ray picture of 
the chest and of the gastrointestinal tract following the 
dropping of some coins in slots. Brains, judgment and 
skill may then be relegated to the scrap heap of unessen- 
tial accessories. 

And if the druggists are going to put in the puise 
and blood pressure equipment, there is no reason why 
pharmacy should not branch out into other branches 
of the practice of medicine. Instances have already 
been reported in which the corner drug store has been 
suggested as a suitable place for chemical tests of the 
urine and even for blood tests and hemoglobin deter- 
mination, 

Slot machines are nothing new in the drug business. 
You can gamble in a good many drug stores in the 
United States and shoot little balls at marks labeled 
from 50 to 5,000. Would it be surprising to see some 
one develop the use of the Cardi-O-Meter to the point 
where a blood pressure of 160 would get you $1.20 in 
trade? 

Regardless of the quality of the work done by the 
machine, the whole idea is unsound and psychologically 
dangerous to the human being. There are already too 
many blood pressure invalids created by present tech- 
nics and writings without encouraging the recording of 
blood pressure by the “ten cents in the slot technic.” 

The promoters of the Cardi-O-Meter insist that the 
device was developed through consultation with “‘out- 
standing heart men of the city, including Dr. Nathan 
S. Davis, who was president of the Illinois Heart 
Association.” Apparently, on the advice of Dr. Davis, 


according to the firm, they decided “we would not take 
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them higher than 200 in order not to frighten any one.” 
Dr. Davis has stated, however, that they have no 
authority to use his name in the promotion of the 
device ; certainly the Illinois Heart Association did not 
permit itself to be quoted in the promotion. Neverthe- 
less drug clerks make the statement that the device has 
been approved by the Illinois Heart Association. If 
the pharmacists are sincere in their desire to advance 
the standards of their profession as one of the technics 
associated with the practice of medicine, they will not 
permit themselves to be drawn into the exploitation of 
this kind of dangerous mechanical medicine. 


Current Comment 


PROCUREMENT AND ASSIGNMENT 
SERVICE 


The Procurement and Assignment Service for Physi- 
cians, Dentists and Veterinarians, established in the 
Office of Defense, Health and Welfare Services, held 
its first meeting in Washington on November 6. Sub- 
committees were established to consider the problems 
of medical, dental and veterinary schools, hospitals, 
industrial health, Negro physicians, public health and 
women physicians. A Committee on Information was 
established in order to keep the medical profession 
informed concerning developments and also to provide 
the public with the necessary facts regarding this ser- 
vice. ‘The functions of the new service include pro- 
curement of personnel for emergency needs and_ the 
needs of medical service for civilian defense and other 
civilian needs. An office for such an agency will be 
established in Washington as part of the Defense, 
Health and Welfare Services, and regional offices will 
be set up in Chicago in the headquarters of the Ameri- 
can Medical Association and of the American Dental 
Association. THE JOURNAL will make available shortly 
in its department devoted to Medical Preparedness a 
complete statement of the organization and personnel 
of the Procurement and Assignment Service. 


EARLY RISING AFTER OPERATION 


In a recent publication Leithauser and Bergo' have 
advocated early rising and ambulatory activity after 
operation. In a series of 370 cases in which an appen- 
dectomy was performed the average period of confine- 
ment to bed after operation was reported to be one and 
one-half days, and the average period of hospitalization 
after the operation was two and three-tenths days. 
After operation the patients were turned frequently in 
bed and were instructed to be active and to take deep 
breathing exercises at regular intervals. On the first 
postoperative day they were assisted in sitting on the 
edge of the bed and then in standing beside the bed 


1. Leithauser, D. J., and Bergo, Howard L.: Early Rising and 
Ambulatory Activity After Operation: A Means of Preventing Com- 
plications, Arch. Surg. 42: 1086 (June) 1941. 
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for deep breathing exercises. The great majority of 
patients were permitted to do light work on the eighth 
day and heavy manual labor on the fourteenth day. 
The method with slight modification was applied to the 
management of a series of 66 surgical cases of a more 
serious nature with the same gratifying results. There 
were no untoward effects from this management, and 
the morbidity, the number of complications and the 
period of disability have been materially reduced. Thus 
there were no pulmonary or vascular complications, 
no dehiscence, hernia, pneumonia, thrombophlebitis or 
other serious complications in the entire series of 436 
cases. Analysis of the first series reveals that removal 
of the appendix through a McBurney incision was 
practiced in 108 cases of chronic appendicitis, in 153 of 
mild appendicitis, in 69 cases of acute appendicitis and 
in 40 cases of empyema or gangrene of the appendix 
without, however, rupture. ‘Thus it may be stated that 
in 330 cases the operative intervention was a minor 
procedure and that in the more serious group of 40 
cases without perforation the intervention could hardly 
be classed as major. While the nature of operative 
intervention in the second group (66 cases) was of the 
type generally referred to as major, the number is too 
small to permit the drawing of definite conclusions. 
This criticism does not imply that the principles advo- 
cated by the authors are either incorrect or revolu- 
tionary. The tendency in the management of operative 
cases has been for many years in that direction. The 
effect of the protracted recumbent posture on the pul- 
monary ventilation is well understood, especially since 
the clinical and experimental investigations by American 
surgeons of the subject of postoperative pulmonary 
collapse with its train of complications. The advocates 
of early rising point out the beneficial influence on 
the intestinal function and the function of micturition. 
Nor must one overlook the extremely important effect 
of early rising on the mental state of the patient. The 
type of management under discussion was first advo- 
cated by Emil Ries of Chicago as early as 1899, His 
patients were made to sit in a chair for ten minutes 
on the second postoperative day regardless of the extent 
of the intervention. He had adhered to this regimen 
throughout his surgical practice. The method was 
adopted somewhat later by H. M. Richter, also of 
Chicago, by the Mayos and by hosts of other American 
surgeons. The Germans usually credit Heinrich Braun 
with priority in this field. At the thirty-seventh con- 
gress of the German Surgical Society in 1908 Kimmel 
and Kronig spoke enthusiastically of the method. Early 
rising is interpreted somewhat differently by individual 
surgeons. Thus to Mermingas of Athens or to Kim- 
barovsky of Russia it means that patients operated on 
under local or spinal anesthesia walk to their room 
after having left the operating table; to others it means 
rising when the sutures are removed, on the fifth or 
sixth day. Generally early rising signifies that the 
patient gets out of bed on the second or third post- 
operative day. Obviously the method has its limita- 
tions as well as definite contraindications. 
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MEDICAL PREPAREDNESS 


In this section of The Journal each week will appear official notices by the Committee on Medical Prepared- 
ness of the American Medical Association, announcements by the Surgeon Generals of the Army, Navy and Public 
Health Service, and other governmental agencies dealing with medical preparedness, and such other information 
and announcements as will be useful to the medical profession. 


RED CROSS BLOOD PROCUREMENT 
PROJECT FOR THE ARMY 
AND NAVY 


WILLIAM DeKLEINE, M.D. 
Washington, D. C. 


The surgeon generals of the Army and Navy, recog- 
nizing the need for a large reservoir of blood plasma 
as a preparedness measure for a national emergency, 
requested the American Red Cross and the Division of 
Medical Sciences of the National Research Council to 
organize a cooperative blood collecting project. The 
request was presented in January of this year in identi- 
cal letters addressed to the chairmen of the two agencies. 

The Red Cross was asked “to secure volunteer 
donors in a number of the larger cities of this country. 
to provide the necessary equipment, to transport the 
drawn blood rapidly to a processing center, and to 
arrange for separating the plasma and for storing the 
resulting product in refrigerated rooms.” 

The medical division of the Research Council was 
asked “to assume the general supervision of the pro- 
fessional services involved in this collection and storage 
of plasma and to provide competent professional person- 
nel, both for a national supervising group and for the 
local collecting agencies.” 

After some deliberation, the proposed project was 
approved by both agencies for immediate action. A 
collection unit was organized in New York City and 
the first blood drawn about February 1. A bleeding 
center was established at the Presbyterian Hospital, 
where a staff of physicians, nurses and other personnel 
was employed for this service. Similar collection cen- 
ters have since been established in Philadelphia, Balti- 
more, Buffalo and Rochester. The blood is shipped at 
the close of each day’s collection to the Sharp & Dohme 
Laboratories in Glenolden, Pa., which had previously 
been awarded a contract for processing the plasma. 

The Army and Navy Blood Procurement Project is 
an outgrowth, in part at least, of a similar project in 
which a quantity of liquid plasma was collected for 
overseas shipment as a service to the British War 
Wounded.' The latter was instituted at the request 
of the British Red Cross following an urgent appeal 
from the British Ministry of Health. 

After some deliberation as to the practicability of 
transporting unrefrigerated liquid plasma overseas, a 
collection program was inaugurated in New York with 
the cooperation of the Blood Transfusion Betterment 
Association of that city. This agency assumed the 
responsibility for all professional and technical services, 
including the collection of blood, separating the plasma, 
testing it for purity and finally releasing it for ship- 
ment. Collecting centers were opened in nine hospitals 
in New York and Brooklyn. 


of the Blood Transfusion Association the Project 
for Supplying Blood Plasma to England, Jan. 31, 


The American Red Cross with the cooperation of the 
New York chapter was responsible for securing the 
volunteer donors, safeguarding their interests and trans- 
porting the plasma overseas to the British Red Cross, 
which in turn released it to the British Ministry of 
Health. 

The collections were begun in August 1940 and 
terminated Jan. 17, 1941. Seventeen thousand persons 
were enrolled and a total of fourteen thousand five hun- 
dred and fifty-six donor bleedings collected. Five thou- 
sand two hundred and seventy-two liters of liquid 
plasma, diluted 50 per cent with saline solution, has 
actually been sent to London. Refrigeration facilities 
were not available in transit. The last shipment was 
made June 30, 1941. Some of the material was held 
in storage for several months before it was finally 
released. 

A number of workers have demonstrated that liquid 
plasma can be kept for a long time and stored with- 
out refrigeration. Elliott and his co-workers ? state: 
“Plasma stored at room temperature for periods up to 
twenty-six months has been administered without reac- 
tion and with satisfactory results. Some of this plasma 
has been transported long distances.” Newhouser and 
Kendrick * say: “Properly prepared liquid plasma can 
be given safely after six months’ storage without 
refrigeration. Dried plasma sealed under glass with 
a partial vacuum can be preserved for five years.’ 

The experience gained in processing plasma on a 
mass production basis leads me to believe that liquid 
plasma is not satisfactory for military purposes. The 
principles and technic developed by highly skilled work- 
ers cannot always be observed in a project involving 
many collecting centers and a large number of technical 
personnel. The possibility of contamination and failure 
to detect it increases with each additional center and 
technical staff employed. This, coupled with lack of 
refrigeration facilities on navy ships and in military 
camps and a possible long period of storage clearly indi- 
cates the need for a more stable product which can be 
used safely under any and all conditions of military 
service. 

Dried -plasma meets these requirements far better 
than liquid plasma. If properly processed and hermeti- 
cally sealed in vacuum glass containers, it comes nearest 
fulfilling present military needs. It is probably the 
safest approved transfusion medium now available on a 
mass production basis. It does not require refrigeration 
and can be kept indefinitely. Adding pyrogen-free 
distilled water quickly restores it to a liquid state ready 
for transfusion.* 

The original request of the surgeon generals called 
for ten thousand units of dried plasma *“—a unit being 
equivalent to 250 ce. of liquid plasma dried in the con- 


Elliott, John; Tatum, W ac od L., and Busby, G. F.: 
Mil. Surgeon 88:118 (Feb.) 19 
3. Newhouser, L. R., and Kendrick, D. B.: 
ration of Human Plasma, April 19 
4. Strumia, M. M., and J.: 
Civil and Military Use, A. 
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A Manual for the Prepa- 
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5. Dried plasma is called | tyophile by Sharp & Dohme. 
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tainer in which it is finally dispensed. This represents 
about the average amount of plasma recovered from one 
donor. The total number of units requested is there- 
fore equivalent roughly to that many donor bleedings. 

This quota has been more than completed. Fifteen 
thousand donor bleedings have been collected as of 
August 31, of which more than thirteen thousand units 
have actually been processed ready for transfusion.® 
These are now being transferred to Navy ships where 
the emergency need appears to be the most urgent for 
the present. Some of the material will also be available 
for civilian catastrophes in which transfusions are 
necessary. 

More recently the surgeon generals have asked that 
two hundred thousand units be processed within the 
next year, the final product to be equally distributed 
between the medical departments of the Army and Navy. 
This request has also been approved for immediate 
action. It calls for the rapid expansion of procurement 
centers in several of the larger cities of the country. 
The present rate of collection at the five centers men- 
tioned is about one thousand bleedings a week. This 
rate will have to be quadrupled if the new quota is to 
be completed in the specified time. 

Red Cross participation in the Army and Navy Blood 
Procurement Project is an outgrowth of many years of 
experience in organizing civilian blood donor projects. 
Several of these have been established in cities in the 
eastern part of the country. Donors are enrolled by 
Red Cross chapters and are subject to call in an 
emergency.‘ 

In order to simplify control over all technical phases 
of this new project it was evident that uniform technics 
and methods of procedure would have to be adopted. 
It was therefore agreed that physicians, nurses and 
other personnel needed at bleeding and enrolment cen- 
ters should be employed on a pay basis rather than 
serve as volunteers; that all donors should report at 
a single bleeding center in a given city rather than at 
several, as was done in the British Overseas Project; 
that uniform technics must be adopted and a standard 
bleeding bottle developed acceptable to the collecting as 
well as the processing agency. These and other regu- 
lations are necessary to insure a sterile and safe product. 

Technics developed out of the experience of a single 
person or center are not necessarily applicable in a 
complex program of this character. Wide variations in 
quality of leadership and individual concepts of the 
collection problem, local customs and_ practices ‘and 
other factors make it necessary that standardized 
technics and methods of procedure be followed. 

The first bleeding center was established at a cen- 
trally located hospital. That seemed to be the logical 
place for such a project. It was found, however, that 
satisfactory space was not always available at hospitals. 
That led to a plan of equipping bleeding centers in 
some centrally located commercial building. This was 
first done in Philadelphia and later in Baltimore. It 
has some advantages in that enrolment and bleeding 
centers can be combined into a more unified and better 
functioning service. Donors seem to prefer to go to 
such a center rather than to a hospital. Baltimore has to 
date provided the largest proportionate number of donor 
bleedings in the period that this center has been in 
operation. 


6. Figures and data given apply as of Aug. 31, 1941. 
7. DeKleine, William: Red Cross Blood Transfusion Projects, J. A. 
M. A. 111: 2101 (Dec. 3) 1938. 
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The division of responsibilty between the participating 
agencies is well defined. The American Red Cross with 
the help of its chapters is responsible for securing the 
volunteer donors, providing the facilities and equipment 
necessary and shipping the collected blood to the 
processing center. The cost of all this, including the 
employment of the professional personnel, is assumed 
jointly by the national organization and its participating 
chapters. 

The selection and direction of the professional per- 
sonnel employed locally, development of technical rou- 
tines and general supervision of the professional services 
are delegated to a special committee appointed by the 
medical division of the Research Council. This com- 
mittee in turn selects a qualified physician in each 
procurement center to direct and supervise the work 
locally. The Research Council does not assume any 
financial obligations for the operation of the project. 

The selection of biological firms and the awarding of 
contracts for processing plasma are cleared through the 
offices of the surgeon generals. They assume the cost 
of processing the plasma and preparing it for delivery 
in approved dispensing units. 

If and when contracts are awarded, as is contem- 
plated, to biological firms in different parts of the 
country, additional collecting centers will be opened in 
a number of large cities. These must of necessity be 
located within a radius of two or three hundred miles 
from the processing agency to insure delivery of the 
blood within twenty-four hours after it is collected. 

Progressive steps in the procurement of donors and 
the collection of blood may be briefly summarized as 
follows: 


Enrolment of donors and notifying them when and where 
to report. 

Drawing the blood in containers with 50 cc. of citrate solution, 
provided and serviced by the processing agency. 

Cooling the blood in these containers to about 4 or 5 C. 

Packing and shipping the blood in precooled refrigerated 
boxes to the processing center at the close of each day’s col- 
lection. 


Progressive steps at the processing center are: * 


Testing for syphilis. Positive bloods are discarded. 

Centrifuging the blood in the bottle in which it is received. 

Pooling the plasma from a number of bottles—twenty-five in 
actual practice. 

Testing each pool for culture. 

Placing 300 cc. of the citrated liquid plasma from the pool 
in individual dispensing bottles. This represents 250 cc. of 
actual plasma. 

Freezing the plasma by immersing and rotating the bottles 
on an inclined plane “in a mixture of dry ice in a suitable 
freezing solvent.” This deposits the frozen material on the 
inner walls of the containers—referred to as shelling. This 
facilitates the drying process. 

Storing the plasma at —20 C. until ready for drying. 

Drying the plasma in high vacuum while in the frozen state. 

Sealing the bottle hermetically in partial vacuum. 


The final product is a soft, flaky, cream colored 
powder containing less than 1 per cent moisture. Each 
dispensing bottle is separately packed in a firm carton, 
together with a 250 cc. bottle of pyrogen-free distilled 
water, tubing, filter, needles, and the like, completely 
equipped for giving a transfusion. 

3000 Tilden Street. 


8. Sharp & Dohme Seminar, vol. 3, No. 3, August 1941. 
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APPEAL TO CANADIAN PHYSICIANS FOR 
MEDICAL EQUIPMENT FOR BRITAIN 


Through the Red Cross there has come to the Canadian 
Medical Association an appeal for used surgical and medical 
equipment to be sent across the water as soon as possible. 
Many large hospitals as well as many practitioners’ offices 
throughout the British Isles have been bombed and destroyed. 
To care for the sick and wounded, great numbers of small hos- 
pitals have been established throughout the British Isles. Equip- 
ment for these hospitals is sorely needed, wherefore this appeal 
to Canada. 

Every doctor has some piece of equipment which he can spare. 
If this equipment is not too far gone to be repaired, it can be 
used. The Canadian Red Cross will act as the receiving depot 
for all material and will put all equipment in perfect condition 
before it is shipped. 

Under the chairmanship of Dr. E. A. McCulloch of Toronto, 
a medical committee has been set up which will examine every 
piece of equipment, classify it and recommend the necessary 
repairs. Physicians are requested to look over their stock of 
instruments and medical appliances now and see what can be 
spared. Everything from artery forceps to therapeutic lamps 
is required. Nothing is too small or too large. All parcels 
should be addressed to the Canadian Red Cross Society, 
95 Wellesley Street, Toronto, Ontario, and labeled “Medical 
Equipment for Britain.” 

If any one knows of a doctor’s estate or deceased colleague's 
equipment which is just lying dormant, it may be that the next 
of kin would feel happy in having this equipment used for the 
purpose that this appeal is intended to fill. Please act now. 


TRAINING OF VOLUNTEER 
NURSES’ AIDES 


In a memorandum of September 2, the U. S. Director of 
Civilian Defense called on defense councils to collaborate with 
local Red Cross chapters and hospitals in a joint program for 
the training of 100,000 volunteer nurses’ aides to meet the 
expanding needs of hospitals and health agencies during the 
national emergency. In order to provide adequate training so 
that the volunteer nurses’ aides may be organized into a dis- 
ciplined Civilian Defense Corps, the “Guide for the Training 
of Volunteer Nurses’ Aides” provides that “the hospitals used 
as training centers should be on the approved list of the Ameri- 
can Medical Association and the American College of Surgeons. 

” 


Copies of the “Syllabus” of the course, a “Guide for the 
Training of Volunteer Nurses’ Aides” and a letter from U. S. 
Director F. H. LaGuardia, addressed to hospital executives and 
directors of schools of nursing, were sent to hospitals of one 
hundred or more beds which meet the aforementioned qualifica- 
tions and have recognized nurses’ training schools. A list of 
these hospitals is available on application to the medical division 
of your state defense council or to the regional medical officer 
in your civilian defense region. Hospitals wishing to partici- 
pate in the volunteer nurses’ aide training course must meet 
the standards prescribed by the Nurses’ Aide Committee set 
up by the local Red Cross chapters. 

Additional copies of the “Guide” and the “Syllabus” are also 
available from your Regional Civilian Defense Office or from 
your local Red Cross chapter. 


MEDICAL SUPPLIES FOR NORTH AFRICA 


Seventeen cases of supplies were shipped to the Free French 
forces in northern Africa by the Medical and Surgical Relief 
Committee of America, 420 Lexington Avenue, New York, 
recently, Mrs. Rogers Balcom, executive chairman, announced. 
This brings the total value of shipments thus far made to this 
group up to $59,125.99. The latest consignment included, among 
other supplies, 1,174 instruments, 806 tins of canned food, 7,100 
vitamin tablets and 13 gallons of liquid vitamins. Several 
crates of surgical instruments previously sent were acknowl- 
edged in a telegram from Emil Muselier, admiral of the Free 
French fleet, which stated: “The magnificent surgical material 
of which you have made a gift to our medical service has just 
reached us in excellent condition.” 
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CIVILIAN DEFENSE WEEK 

The Office of Civilian Defense, Washington, D. C., is recruit- 
ing volunteers to carry out protection against military danger 
and protection of the social structure of the community. 

Thursday, November 13, of Civilian Defense Week was desig- 
nated “Sign Up for Defense Day.” In every city, town and 
village in which there is a local defense council—and in every 
one in which no council as yet has been established, it is 
expected there will be set up a Civilian Defense Volunteer 
Office, which is a community enterprise established, operated 
and directed by citizens of the local community to recruit men 
and women volunteers for civilian defense, to recommend them 
to local defense activities and to those community agencies in 
which their services are needed. 

The functions of the Civilian Defense Volunteer Office are to 
discover and to promote opportunities for volunteers in local 
civilian protection programs, in the programs of federal and 
state agencies in the fields of health, family security, recreation, 
social protection, child welfare and education. It will find 
Opportunities for individual volunteer service in the established 
public and private local community agencies as well as furnish 
information service to men in uniform, defense industry workers 
and their families; disseminate information on such programs 
as those of the USO and consumer groups, salvage programs, 
the sale of defense savings stamps and bonds, and various pro- 
grams including forums, patriotic rallies, exhibits and adult 
education classes. 

The Volunteer Office will serve as a clearing house for pro- 
grams of training by finding out what training is needed, what 
is available, keeping up to date records of available courses and 
making arrangements for needed additional courses. It will 
coordinate the recruiting and enrolment of all men and women 


volunteers without supplanting the recruiting already being 


done by such agencies as the Red Cross and city departments, 
interview volunteers and refer them to training for jobs suited 
to their individual capabilities, and maintain standards of volun- 
teer service in all the various local programs. 

Development and extension of the Civilian Defense Volunteer 
Office program is under the immediate direction of Mrs. 
Eleanor Roosevelt, assistant director of the Office of Civilian 
Defense in Charge of Volunteer Participation. 


ARMY FLIERS MAINTAIN LOW 
ACCIDENT RATES 

Despite the increased amount of flying by the army air forces 
and the use of airplanes of much higher speeds than ever before, 
the accident rate in military flying during the last fiscal year 
has remained substantially unchanged, the War Department 
announced November 3. Although the number of miles flown 
by Army pilots and students has increased in almost astro- 
nomical proportions, the fatal accidents per mile flown continued 
practically unchanged in almost every phase of military aviation 
activity. 

The accident rate in primary training during the last fiscal 
year was slightly below the average rate for the three year 
preemergency period. In the basic training stage the accident 
rate was below the 1937-38-39 mean and also below the 1940 
rate, which was far below average. The advanced training 
stage accident rate also was well below the three year average 
but was slightly higher than the 1940 rate, which also was 
much below the average. 

A slight increase has occurred in the accident rate for pilots 
who have gone into combat squadrons fresh from the flying 
schools. This increased rate has been lower than what was 
expected, since pilots with about two hundred hours of flying 
experience are flying fast, high performance warplanes. This 
slightly increased accident rate is expected to continue above the 
preemergency normal until the new pilots, as a body, increase 
their flying time and all round experience. For the older pilots, 
despite the faster airplanes and the increasing amount of flying 
under all sorts of weather on all types of missions, the accident 
rate is below the three year level. 

Army flight operations now are on an emergency status. 
Safety, while still stressed as of major importance in connec- 
tion with all types of operations, now must become secondary 
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to the carrying out of missions essential to the realistic training 
of combat pilots. This change has been accompanied actually 
by an overall decrease in the accident rate, a tribute to the 
caliber of the pilots being turned out by the Army Air Corps 
training schools. 


THE CHEMICAL WARFARE SCHOOL 

After the first World War, the Chemical Warfare School 
was transferred to Edgewood Arsenal, Edgewood, Md., where 
the general chemical warfare service center was located. Since 
the spring of 1921, classes have been given for the training of 
army, navy and marine personnel among a total of four thou- 
sand and forty-four students; about one hundred and _ fifty 
civilians, mostly from police and fire departments, have com- 
pleted the course in civilian defense and are now being trained 
at the rate of fifty every two weeks. The school is organized 
in three general divisions: (1) instructional division, (2) supply 
and administration division, (3) extension course division. The 
faculty comprises about thirty officers and one hundred enlisted 
men who assist in conducting the many field exercises given in 
conjunction with the courses. It is intended that municipal 
officers who are trained here will in turn be responsible for the 
training of local defense units. 


NATIONAL SURVEY OF REGIS- 
TERED NURSES 


A survey of registered nurses has just been completed by 
Pearl McIver, senior public health nursing consultant, United 
States Public Health Service.1 A total of 459,513 question- 
naires were mailed out and approximately 75 per cent of these 
were returned. A total of 295,871 nurses residing in the state 
from which they reported completed the questionnaire. The 
information on these questionnaires is now being tabulated and 
placed on punch cards which will make it possible to sort out 
the names and addresses of young nurses who are eligible for 
military duty. It is estimated that the entire tabulation will 
not be complete for at least three or four months after the 
completion of this first report. 


AVIATION MEDICAL EXAMINERS 
Another routine course of instruction to qualify medical 
officers for duty as aviation medical examiners began October 1 
at the School of Aviation Medicine, Randolph Field, Texas, 
and will continue for three months. The names of the officers 
enrolled in the class, together with the stations to which they 
are assigned, follow: 


ADAIR, Samuel L., 1st Lieut., 

ALLEN, Roy J., Ist Lieut., Fort Douglas, Utah. 

AMATO, Romelo J., 1st Lieut., Fort Jackson, S. C. 

SO Charles A., Ist Lieut., 13th Bombardment Group, Orlando, 


Brooks Field, Texas. 


ANDERSON, Stanley B., 1st Lieut., Moffet Field, Calif. 

ARMSTRONG, James H., Captain, Camp Blanding, Fla. 

ASHLEY, Richard W., ist Lieut., Brooks Field, Texas. 

BARNES, Russell H., Ist Lieut., Indiantown Gap, Pa. 

BARTON, Lewis W., Ist Lieut., Air Base, Manchester, N. H. 

BEAVERS, Alonzo J., Jr., Ist Lieut., Air Base, Savannah, Ga. 

BENZON, George H., III, 1st Lieut., Fort George G. Meade, Md. 

BLADES, James E., Captain, Fort Sam Houston, Texas. 

BOOTH, Edgar W., Ist Lieut., Maxwell Field, Ala. 

BOYD, Hamilton, Ir., ist Lieut., Eglin Field, Fla. 

BRASLOW, Lawrence, Ist Lieut., March Field, Calif. 

BRENNAN, Andrew J., Captain, Fort Monroe, Va. 

BRONSON, William W., ist Lieut., Randolph Field, Texas. 

BROTHERS, Ridgway H., Ist Lieut., Rankin School of Aeronautics, 
Tulare, Calif. 

BROWN, Frederic W., Ist Lieut., 

BROWN, Kenneth L., Ist Lieut., 

BUNTING, John J., Ist Lieut., 

BURNESS, Sidney H.., 

CAMPBELL, Leland E., 


Keily Field, Texas. 
Army Air Base, Baton Rouge, La. 
Key Field, Miss. 
Ist Licut. ., Air Base, Manchester, N. H. 
Ist Lieut., Ellington Field, Texas. 
CARLIN, George W., Ist Lieut., Palo Alto Airport, King City, Calif. 
CATINELLA, Paul J., Ist Lieut., Gardner Field, Ca lif. 
COLBURN, Russell, Captain, Mitchell Field, N. 
CURRY, William H., Ist Lieut., Eighth Corps Poi Fort Sam Houston, 
exas. 


1. Public Health Nursing 33: 472 (Aug) 1941. This appears also 
1941, 
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DICK, Harry J., 1st Lieut., Hamilton Field, Calif. 

DONNELLY, Bernard A., Ist Lieut., Fort Douglas, Utah. 

ENGLEHART, Charles E., Captain, Fort Myer, Va. 

ERHARD, Elmo E., Captain, Fort George G. Meade, Md. 

EUBANK, William R., Ist Lieut., Fort Leonard Wood, Mo. 

FAIR, George, Captain, Ellington Field, Texas. 

FISACKERLY, James S., Captain, Carlisle Barracks, Pa. 

FRY, Francis P.. Ist Lieut., Fort Sam — Texas. 

GAVIN, James F., Ist Lieut., Fort Bragg, N 

GONSER. Karl B., Ist Lieut. (Oklahoma N. a}, Fort Sill, Okla. 

GRAMMER, James H., Ist Lieut., Camp Bowie, Texas. 

HARTLAND, William C., Captain, Chanute Field, Ill. 

HARWELL, Carl M., Ist Lieut., Georgia Aero Tech, Augusta, Ga. 

HEAVEY, John T., Captain, March Field, Calif. 

HOLMBERG, Robert E., Ist Lieut., Baer Field, Fort Wayne, Ind. 

HORTON, William H., ist Lieut., Air Base, Hartford, Conn. 

HOTTINGER, Raymond C., Ist Lieut., Fort George Wright, 

HOWARD, Donald O., Ist Lieut., Randolph Field, Texas. 

HUTCHISON, William A., Ist Lieut., Selfridge Field, Mich. 

JAASTAD, Leonard B., Ist Lieut., Gunter Field, Ala. 

KENNEDY, Julien C., Ist Lieut., Bowman Field, Ky. 

KOS, Clair M., Ist Lieut., Randolph Field, Texas. 

KRAUSE, Charles D., Ist Lieut., Will Rogers Field, Okla. 

LIHN, Barney, Ist Lieut., Middletown Air Depot, Middletown, Pa. 

LONGWELL, Charles W., Ist Lieut., Air Corps Advanced Flying School, 
Phoenix, Ariz. 

LOTMAN, Harry A., Ist Lieut., Camp Shelby, Miss. 

LOWENSTEIN, Bernard, Captain, March Field, Calif. 

McGREGOR, John F., Ist Lieut., Fort Lewis, Wash. 

MEILING, Richard L., Ist Lieut., Fort Jackson, S. C. 

MELANCON, Joseph F., 1st Lieut., Scott Field, Ill. 

MEYER, Donald D., Ist Lieut., Air Corps Advanced Flying School, 
Phoenix, Ariz. 

MURRAY, E. Cotter, Captain, Recruiting Station, Lubbock, Texas. 

NOWACK, Louis W., Captain, Headquarters, 32d Infantry Division, 
Camp Livingston, La. 

OAKES, Alden B., Ist Lieut., Daniel Field, Ga. 

PENTECOST, Ben L., Ist Lieut., Camp Claiborne, La. 

PETERSON, Stanley C., Ist Lieut., Randolph Field, Texas. 

POPKIN, Roy J., Captain, McChord Field, Wash. 

POTTER, Floyd A., Ist Lieut., Lowry Field, Colo. 

RADCLIFFE, Ernest J., Captain, Air Base, Bangor, Maine. 

RAGSDALE, William E., Jr., Ist Lieut., MacDill Field, Fla. 

RANDOLPH, Angus C., Ist Lieut., Randolph Field, Texas. 

RECHLITZ, Ervin T., Ist Lieut., Fort Knox, Ky. 

REINER, Donald E., Captain, Fort Sam Houston, Texas. 

REINER, Ralph E., Captain, Carlisle Barracks, Pa. 

RILEY, Francis, Ist Lieut., Indiantown Gap Military Reservation, Pa. 

ROBBINS, Ben, Ist Lieut., Chanute Field, Ill. 

ROTHE, Courand N., Ist Lieut., Camp Bowie, Texas. 

SALMON, David D., Ist Lieut., Fort Sam Houston, Texas. 

SCHICK, William R., Ist Lieut., Army Air Base, Albuquerque, N. M. 

SHEPPERD, Lewis A., Ist Lieut., Kelly Field, Texas. 

SHULLER, Thurman, Ist Lieut., Moffet Field, Calif. 

SPANGLER, Edward L., Ist Lieut., Fort Douglas, Utah. 

SPEAKER, Other F., Ist Lieut., Fort MacArthur, Calif. 

STAAB, Frederick D., 1st Lieut., Eglin Field, Fla. 

STEVENS, Weir C., Ist Lieut., Hamilton Field, Calif. 

SWENSON, Orrin E., Ist Lieut., Selfridge Field, Mich. 

SWITZER, Ralph E., 1st Lieut., Fort Douglas, Utah. 

TABBAT, Samuel F., Ist Lieut., 49th Pursuit Group, West Palm Beach, 


Wash. 


a. 

TARRO, Harold I., 
THOMAS, George E., 
UHRICH, John H., Ist Lieut., 
WELSH, John J., Ist Lieut., 


Ist Lieut., 
Ist Lieut., 


Fourth Corps Area, Atlanta, Ga. 
Camp Grant, Il. 

Dougias Field, N. C. 

Basic Flying School, Cochran Field, Ga. 

WHITE, Thomas B., Ist Lieut., 4th Corps Area, Atlanta, Ga. 

WHITE, Thomas R., Ist Lieut. Army Air Base, Pendleton, Ore. 

WICKS, Ralph L., Captain, Fort Oglethorpe, Ga. 

WILCOX, Melvin R., Jr., Ist Lieut., Ellington Field, Texas. 

WILLIAMS, Claiborne, Ist Lieut., Alabama Institute of Aeronautics, 

Tuscaloosa, Ala. 

WILLIAMSON, Edwin M., Captain, Camp Wheeler, Ga. 

WEISMANN, Rodger E., Ist Lieut., Moffett Field, Calif. 

WOZENCRAFT, Jean P., Ist Lieut., Moffett Field, Calif. 

YOST, Ralph E., Ist Lieut., March Field, Calif. 

YOUNG, John D., Ist Lieut., MacDill Field, Fla. 


ACTING ASSISTANT SURGEONS APPOINTED 
IN THE NAVY 


The Navy Department announced, September 28, that the 
following have been appointed acting assistant surgeons in 
the Navy with the rank of lieutenant (junior grade): 


BASSHAM, Byron E., Chicago. 

ENNIS, Henry R., 

HAYLES, Alvin B., Louis. 

JOHNSON, W. Fountain City, Tenn. 
KING, E. Richard, West Liberty, Ohio. 
MULRY, William C., Emmetsburg, Iowa. 
RIORDANN, Emmett J., Seattle. 

VAIL, George A., Indianapolis. 

WILLIAMS, Orville K., Knoxville, Tenn. 
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ARMY RESERVE OFFICERS ORDERED TO ACTIVE DUTY 
WAR DEPARTMENT 


The following additional medical reserve officers have 
been ordered to extended active duty by the War 
Department, Washington, D. 

BIBB, Robert Chambers, Ist Lieut., Huntsville, Ala. 
BURTNICK, Lester Leon, Ist Lieut., Baltimore. 
CHING, Marcus, Captain, Victorville, Calif. 
CONNER, Lyman Hugh, 1st Lieut., Burbank, Calif. 
GEWIRTZ, James Abraham, Ist Lieut., Brooklyn. 


HARTMAN, Charles Frederick, Ist Lieut., Reno, Nev. 
HEID, John Bernard, Ist Lieut., Turtle Creek, Pa. 
HUTCHINSON, John Joseph, 1st Lieut., New York. 
KAISER, Elias Noah, Ist Lieut., Montgomery, Ala. 
LEVINSON, Robert D., Ist Lieut., Brooklyn. 

LYNCH, Joseph P., 1st Lieut., Brookline, Mass. 

REESE, John D., 1st Lieut., Berkeley, Calif. 

ROGERS, Horatio, Lieut. Col., Newton Centre, Mass. 
WETZEL, Earl Valentine, Jr., 1st Lieut., Little Falls, Minn. 


FIRST CORPS AREA 


The following additional medical reserve corps offi- 
cers have been ordered to extended active duty by the 
Commanding General, First Corps Area, which com- 
prises the states of Maine, Vermont, New Hampshire, 
Rhode Island, Massachusetts and Connecticut: 


AIELLO, Louis James, Ist Lieut. 


, New Haven, Conn., Fort Devens, Mass. 
BERKMAN, James I., 


Ist Lieut., Cambridge, Mass., Camp Lee, Va. 


BRIER, Hyman D., Ist Lieut., Bridgeport, Conn., Bangor Air Base, 
Maine. 

DOERNER, Alexander A., Ist Lieut., Chelsea, Mass., Camp Edwards, 
Mass. 


ELGOSIN, Emid D., Ist Lieut., Whitefield, N. H., Camp Lee, Va. 


FELDERMAN, Jacob, 
Air Base, N. H. 
GEER, George L., Jr., Ist Lieut., 
JADOSZ, Frank on J., 1st Lieut., 
PEARSON, Grosvenor B., 


Ist Lieut., Rutland Heights, Mass., Manchester 
Portland, Maine, Camp Lee, Va. 
Providence, R. I., Bangor, Maine. 
Ist Lieut., Foxboro, Mass., Fort Devens, Mass. 
RAYMOND, William H., Ist Lieut., Lynn, Mass., Fort Williams, Maine. 
SODA, William E., Ist Lieut., Bridgeport, Conn., Camp Lee, Va. 
WIESNER, Ernest E., Ist Lieut., Brockton, Mass., Camp Edwards, Mass. 


Orders Revoked 


Ist Lieut., Dover, N. 


CARIGNAN, Roland Z., H. 
Ist Lieut., Old Road Farm, Westford, Mass. 


DUSTON, Charles H., 
HOWARD, Donald O., 1st Lieut., Boston. 

KEES, Philip A., Captain, Longmeadow, Mass, 
McDONOUGH, Walter J., Ist Lieut., Dorchester, Mass. 


THIRD CORPS AREA 


The following additional medical reserve corps offi- 
cers have been ordered to extended active duty by the 
Commanding General, Third Corps Area, which com- 
prises the states of Pennsylvania, Virginia, District of 
Columbia and Maryland : 


BALDWIN, Thomas Marcy, Ist Lieut., New Brighton, Pa., Camp Lee, 
Vv 


a. 
BENNETT, Henry Garland, Jr., Captain, Baltimore, Camp Lee, Va. 
HAIMOWITZ, Samuel Isaac, Ist Lieut., Philadelphia, Camp Lee, Va. 


HEIMOFF, Leonard Lincoln, Ist Lieut., Baltimore. Fort George G. 
Meade, 

KEPECS, "Joseph Goodman, Ist Lieut., Washington, D. C., New Cumber- 
land, Pa. 


LIGHT, John Jacob Bomberger, Ist Lieut., 
Gap Military Reservation, Pa. 
SHOWERS, Joseph Franklin, Ist Lieut., 


Lebanon, Pa., Indiantown 


Milton, Pa., Camp Polk, Va. 


Orders Revoked 
DIXON, Charles W., Major, Export, Pa. 
GOLDSTONE, Herbert, Ist Lieut., Baltimore. 
HARRELL, Jerome B., Ist Lieut., Washington, D. C. 
LUKAS, Alexander Benjamin, Ist Lieut., Shenandoah, Pa. 
RACHUNIS, Michael L., Ist Lieut., Glen Lyon, Pa. 
RUGH, Lloyd D., Ist Lieut., South Greensburg, Pa. 
SAYLOR, Lloyd E., Ist Lieut., Baltimore. 
TOSICK, William A., Ist Lieut., Cambridge, Md. 


FOURTH CORPS AREA 


The following additional medical reserve corps offi- 
cers have been ordered to active duty by the Com- 
manding General, Fourth Corps Area, which comprises 
the states of Tennessee, North Carolina, South Carolina, 
Alabama, Georgia, Mississippi, Florida and Louisiana: 
BRADBURY, John William, 1st Lieut., Oteen, N. C., Camp Gordon, Ga. 
BYRD, Charles William, 1st Lieut., Bunnlevel, N. C., Camp Wheeler, Ga. 
CROOM, Arthur Bascom, Ist Lieut., Maxton, N. C., Camp Wheeler, Ga. 


FOGEL, Morris, 1st Lieut., Biloxi, Miss., Camp Gordon, Ga. 
GARRETT, Broox Cleveland, Captain, Shreveport, La., Camp Claiborne, 


La. 
GROBMAN, Martin Edwin, Ist Lieut., Tuscaloosa, 
Ga. 


Ala., Camp Gordon, 


McBREARTY, John Dendy, Ist 
Wheeler, Ga. 

MURPHY, Frederick E., Jr., 1st Lieut., 

POWERS, Leander K., Ist Lieut., 

RICHARD, Dalbert J., Ist Lieut., Columbia, S. C., Camp Gordon, Ga. 

TRYGGVI, Carl, Ist Lieut., Alexandria, La., Camp Gordon, Ga. 

WITHERINGTON, James B., Ist Lieut., Millington, Tenn., 
Gordon, Ga. 


Lieut., Williamston, S. C., Camp 
Jesup, Ga., Camp Wheeler, Ga. 
Guyton, Ga., Camp Wheeler, Ga. 


Camp 


Orders Revoked 
DINAN, Joseph Francis, Ist Lieut., Carville, La. 
JOHANSEN, Frederick A., Major, Carville, La. 
RICH, Maurice, Ist Lieut., Atlanta, Ga. 
STOKES, Lowell L., Ist Lieut., Lake City, Fla. 
WADLINGTON, James E., Ist Lieut., Florence, Miss. 
WILLIAMS, Lynwood Earl, Ist Lieut., Kinston, N. C. 


CHANGES OF DUTY OF NAVAL MEDICAL OFFICERS 


The Navy Department announced changes of duty 
involving the following officers : 


BENNETT, Jechn T., Captain, M. C., U. S. Navy, from Naval Hospital, 
Pearl Harbor, T. H., to Naval Hospital, Newport, R. J. 

CARSON, Virgil H., Captain, U. S. Navy, from Naval Dispensary, 
Treasure Island, San Francisco, to Naval Hospital, Pearl Harbor, 


CLIFTON, Alfred L., Captain, M. C., U. S. Navy, from Naval Hospital, 
Puget Sound Navy Yard, Bremerton, Wash., to Naval Hospital, Mare 
Island, Calif. 


HOLEMAN, Charles J., Captain, M. C., U. S. Navy, from Naval Hospi- 
tal, Mare Island, Calif., to Thirteenth Naval District, Seattle. 
HOOKER, James F., Captain, M. C., U. S. Navy, from Norfolk Naval 
Hospital, Portsmouth, Va., to Norfolk Navy Yard, Portsmouth, Va. 
HUNT, Daniel, Captain, M. C., U. S. Navy, from Navy Yard, Wash- 
ington, D. C., to Naval Hospital, Puget Sound Navy Yard, Bremerton, 
Wash. 

O’MALLEY, John J., Captain, M. C., U. S. Navy, from Norfolk Navy 
Yard, Portsmouth, Va., to Navy Yard, Washington, D. C. 


ORDERED TO 


BRUMBAUGH, Joseph John, Major, Canton, Ohio, Station Hospital, 
San Juan, Puerto Rico. 

LOMBARDI, Anthony Louis, Ist Lieut., Little Falls, N. Y., Medical 
Detachment, 65th Infantry, Fort Buchanan, San Juan, Puerto Rico. 

HOOVER, Harold Roger, Lieut. (j. g.) M. C.-V. (G.), N. R., Pasadena, 
Calif., Naval Station, Guantanamo Bay, Cuba. 


FOREIGN DUTY 
NORTON, William Ignatius, Ist Lieut., Madison, Wis., Station Hospital, 


San Juan, Puerto Rico. 


REISHTEIN, William A., Lieut. (j. g.), M. C.-V. (G.), N. R., Wilkes- 
Barre, Pa., Naval Operating Base, Guantanamo Bay, Cuba. 
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THE ECONOMIC STATUS OF OBSTET- 
RICS IN NORTH DAKOTA 


P. W. FREISE, M.D. 
BISMARCK, N. 


Medical literature is relatively barren regarding eco- 
nomic factors. This barrenness, however, does not exist 
in lay periodicals. In contrast, such periodicals are 
rife, frequently in a derogatory manner, with articles 
dealing with the economic factors of medicine. This 
~ condition has probably always existed. 

In late years the public, having been encouraged to 
demand the abundant life, expects the good care to 
which it is entitled, not fully realizing this improved 
care might entail some increase in cost. In 1817 the 
Boston Medical Association listed charges for midwifery 
during the day as $12 and at night as $15. In 1871 
the Omaha-Douglas County Medical Society adopted a 
fee schedule which listed “obstetric fees, ordinary case 
of not over six hours $20; for each hour’s attendance 
over six hours $1.""' In interpreting these historical 
facts, one should keep in mind that undoubtedly the 
purchasing power of money at that time was at least 

OO per cent greater than it is today. It can then 
readily be seen that the “high cost” of medical care, 
which supposedly exists today, was fully as high in the 
previous century. There is no record that state medi- 
cine was deemed necessary at that time, and yet at 
present, with better medical care and no great increase 
in fees, such interference seems imminent. 

Recent years have brought about many changes in our 
economic structures. As a state we are not subject to 
industrial depression, strikes and the like, but climatic 
conditions have been such that agriculture has been 
relatively unproductive in North Dakota and some of 
the surrounding states. Consequently, poverty does 
exist to a considerable degree as a result of drought and 
climatic abnormalities. 

Since ours is an agricultural state, the practitioner 
in North Dakota is dependent directly or indirectly on 
agriculture for a livelihood. We are not dealing with 
metropolitan patients but with an almost strictly rural 
clientele, the population of the largest city in the state 
being approximately 35,000. Thus it also becomes evi- 
dent that the physician frequently needs to travel long 
distances to render care to his patients; his burden is 
physical as well as mental. 

It should also be kept in mind that our state has few 
county or state institutions for the general care of the 
indigent. All hospitals, of course, are carrying on some 
charity work, but they are doing this without state or 
federal appropriations. As a result, practitioners in 
North Dakota are all private physicians who render 
services to the charity patient as well as to the private 
patient. 

During this period of economic distress it has been 
felt that the general practitioner, as well as the few 
specialists in our state, was endeavoring to give the 
pregnant women good modern care regardless of 
remuneration. The federal government has spent large 
sums of money in North Dakota in the way of parity 


From the Department of Obstetrics, Quain and Ramstad Clinic. 

Read before the Central Association of Obstetricians and Gynecologists 
at Indianapolis in October 1940. 

1. Leland, R. G.: Medical Fees for Obstetric Service, J. A. M. A. 
113: 1331-1333 (Sept. 30) 1939. 


payments, soil conservation payments and the like and 
the physicians have benefited indirectly from these. 
Many patients have been able to pay their doctor bills, 
which they could not have done without such assistance. 
It is impossible to estimate this factor of indirect relief, 
and in my analysis I shall deal only with the private 
patient and with the patient who is directly assisted 
by federal or state agencies. 

An accusation which has been brought against the 
medical profession, and to which the public is inclined 
to give considerable credence, is the matter of fees, 
namely that the cost of having a baby is exorbitant and 
that the care is inadequate. The cost factor undoubt- 
edly does vary in different localities and possibly varies 
with the prosperity of the client. Such discussions 
together with occasional press notices have stimulated 
efforts to determine how deficient the private prac- 
titioner is in rendering adequate obstetric care and 
whether he is financially willing and able to carry this 
physical and mental burden. 

A subcommittee of the State Committee on Maternal 
and Child Welfare in North Dakota, in cooperation with 
the North Dakota State Board of Health, decided to 
send questionnaires to the physicians in the state. These 
questionnaires, based on data for the year 1939, were 
not sent out until the late spring of 1940 in order to 
allow a reasonable length of time for the patient to 
remunerate her physician. Undoubtedly many of them 
reached the wastepaper basket, since physicians are 
notoriously adverse to questionnaires and correspon- 
dence. However, the response was gratifying and much 
interesting information was obtained. These figures 
gathered throughout the state are not above suspicion of 
error, but it is believed that what errors may exist will, 
to some extent, counterbalance each other. The ques- 
tionnaire submitted was as follows: 


1. How many maternity cases did you care for in the year 
January 1, 1939 through December 31, 1939? (a) Private? 
(b) Other? 

2. How many private patients paid for your services? (a) In 
full? (b) In part? (c) Nothing? 

3. How many maternity cases were paid for out of public 
funds? (a) Amount per case? (b) Did this include prenatal 
and postnatal care? (c) If not, were you allowed payment for 
these services? 

4. What are your charges for maternity care of the average 
private patient? (a) In the hospital? (b) At home? (c) Does: 
this include mileage? (d) Do you make an additional charge 
for prenatal care? (e) If not, do you credit payments made at 
prenatal visits? (f) Do you make an additional charge for 
postpartum care? 

5. What is the greatest distance you have gone from home 
this year to attend a maternity case? 


Our analysis indicates that the largest fee received 
by any one physician for a private home case was $50. 
The largest amount received by any one physician for 
a private hospital case, exclusive of cesarean section, was 
$60. The greatest distance traveled by any one physician 
to attend a patient was 76 miles. It must be assumed 
that the fee for this was included in the total charge. 
The smallest fee collected was $20. Consequently, it 
may be concluded that obstetric care is not excessive in 
cost, and for some families it represents a smaller item 
of expense than many luxuries, entertainment, refresh- 
ments and the like. 
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After familiarizing oneself with the foregoing facts, is 
one to assume that the physician, after oe the 
service, is reimbursed with this nominal fee? The 
proportion of private patients who paid their bills com- 
pletely was 50.5 per cent. Six physicians reported that 
none of their patients had paid in full. It can be seen 
from these facts that the physician is not the Shylock 
he is sometimes made out to be but is in most instances 
willing to render his service and “gamble” on being able 
to collect his fee. Were he of a strictly mercenary 
mind, he would demand payment in advance or refuse 
to care for the patient. 

Of the remainder, it is found that 23.8 per cent paid 
their bills in part. What fraction of the bill was paid, 
I am unable to state. It is, of course, possible that after 
the questionnaire had been returned some of these bills 
were paid completely. There were 18.7 per cent of the 
patients who paid nothing, either because of financial 
inability or because of unwillingness. One can, of 
course, assume that some payment will still be made, but 
physicians have learned not to become too optimistic 
regarding this group. 

Having considered the prosperous private patient, the 
one in moderate circumstances and finally the one who is 
in financial distress but not entitled to relief from public 
funds, I am now ready to consider the patient whose 
medical care was furnished by public funds. Each physi- 
cian in 1939 was paid out of public funds for an average 
of 10 patients. The smallest fee from public funds was 
$8.30; the largest fee received by any physician for a 
public patient, exclusive of cesarean section but embrac- 
ing complications, was $32.50; the average fee was 
$16. In connection with these factors, twenty-nine 
physicians stated that they had had no public patients. 
Whether they were admirably located or they refused 
to accept this type of patient I am unable to say. 

In a study of this kind one cannot neglect the so-called 
midwife even though she has no recognized status in 
our state. In using this term, I am referring to the 
attendant who performs the duties of a midwife, whether 
the person is a midwife, the mother-in-law, husband or 
other nonmedical person. There are a number of com- 
munities, even entire counties, without a physician. 
These areas are sparsely populated and some patients 
occasionally resort to the services of a midwife. Without 
adequate training, these services, of course, are meager 
and are rendered at a very nominal figure or even on a 
basis of barter. 

During our economic distress has the midwife become 
more prominent? If so, would there be cause to say 
that the cost of medical care is exorbitant? In figures 
for the state, available back to the year 1924, I have 
chosen every fifth year to quote from. I find that in 
1924 there were 14,539 births; 12,114 were attended by 
physicians and 2,425 were attended by midwives. In 
1929 there were 14,722 births; of these 12,778 were 
attended by physicians and 1,944 were attended by mid- 
wives. In 1934 I find that the births were 14,613; there 
were 12,785 attended by physicians and 1,878 were 
attended by midwives. In 1939 there were 13,160 
births ; 12,364 were attended by physicians and 796 were 
attended by midwives. 

Since 1924 the birth rate has dropped about 10 per 
cent but the number of births attended by midwives has 
dropped about 63 per cent. It can readily be assumed 
from these figures that the midwife is a decreasing 
menace at the present time, in spite of the previously 
mentioned accusation of the high cost of obstetric care. 
The maternal death rate in North Dakota for the year 
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1938 was 24 per 10,000 live births. The provisional 
figures of the Preliminary Report on Maternal Mortality 
for 1939 show that there were 30 deaths associated with 
diseases of pregnancy, childbirth and the puerperium. 
Some of the patients were not attended by a physician 
at the time of delivery. 

Since it is our contention that the pregnant woman is 
receiving good care at a nominal figure, we need to 
consider the results of such care. In evaluating these, 
let us not assume too much credit for the low mortality 
rate. We are dealing wifff a fundamentally healthy class 
of people of good physique and stature. These people 
are of northern European extraction. They are living 
to a large extent as a rural population and have escaped 
some of the detrimental metropolitan hazards. I am 
referring to such conditions as contracted pelves, rickets, 
tuberculosis and syphilis. The absence of Negroes with 
their high mortality is likewise a contributing factor. 
As proof of this it has been found that in our state and 
in surrounding states the incidence of cesarean section 
is lower than it is in areas where there is a Negro 
population. 

The lowest maternal mortality rate in the nation in 
1938 was established in North Dakota. The rate for 
1939 is comparable, but the tabulations at this time are 
not complete. These figures defend us against any 
insinuation that the pregnant woman in our state, regard- 
less of ability to pay, is not receiving good obstetric 
care. We have convinced ourselves that the exorbitant 
obstetric fees do not exist in our state and that the 
private practitioner is carrying his burden with little 
complaint. We need to maintain this standard and 
improve on it. Some of the deaths that occurred could 
have been avoided, and with better knowledge and 
standards of obstetric care the death rate in North 
Dakota will be appreciably lowered. 


SUMMARY 

1. North Dakota has few charity institutions for the 
care of the indigent. 

2. Physicians in North Dakota have always cared for 
the charity patients and will continue to do so. 

3. A survey based on a questionnaire sent to the 
physicians in the state has proved that the private practi- 
tioner is taking care of the obstetric patients regardless 
of remuneration. The survey showed that (a) 50.5 per 
cent paid the total bill; (b) 23.8 per cent paid the bill in 
part; (c) 18.7 per cent paid nothing; (d) highest fee 
for a home case was $50 and for a hospital case $60; 
(e) smallest private fee was $20; (f) fees from govern- 
mental agencies: (1) smallest $8.30, (2) largest $32.50 
and (3) average $16. 

4. The fees for obstetric care are not exorbitant. 
They have fluctuated very slightly, while medical care 
has shown considerable advancement. 

5. It can be assumed that the care rendered to the 
patient is good, as demonstrated by the consistently low 
maternal mortality rate in North Dakota. 


OFFICIAL NOTES 


THE ATLANTIC CITY SESSION 

Applications for Space in the Scientific Exhibit 
Application blanks are now available for space in the Scien- 
tific Exhibit at the Atlantic City session, June 8 to 12, 1942. 
The Committee on Scientific Exhibit requires that all applicants 
use the regular form giving the title and brief description of 
the exhibit, the amount of space required, and so on. Blanks 
may be obtained from the Director, Scientific Exhibit, American 

Medical Association, 535 North Dearborn Street, Chicago. 
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MEDICAL ECONOMIC ABSTRACTS 


YOUTH COMMISSION ADVOCATES 
HEALTH INSURANCE 


The American Youth Commissidn, of which Mr. Owen D. 
Young is chairman, at a recent meeting in Washington, D. C., 
recommended the establishment of a system of health insurance 
and listed the following six specific points of which the com- 
mission thought the public health authorities would generally 
approve: 

1. Any system of health insurance should include free choice 
of physician by the patient (subject, of course, to the consent 
of the physician). 

2. Cash benefits, to cover a part of wages lost by employed 
persons, should be an integral and inseparable part of the sys- 
tem. Considering illness as a social problem and not merely 
as a medical one, it is as vital to provide shelter and food as 
it is to pay for the doctor and medicines. 

3. The cost should be assessed and collected, as other social 
insurance costs are met, from the beneficiaries, from the employ- 
ing industry and from the state. 

4. The medical part of the administration should be conducted 
as far as possible by medical men, with only such oversight by 
them of the individual physician as universal experience has 
found necessary and acceptable. 

5. Physicians should be paid from the insurance fund, either 
by separate fees for each service rendered or by an annual sum 
for each patient choosing that physician. While American 
physicians generally at present would prefer the fee system, the 
other system has been found more satisfactory in most countries. 

6. The system should be obligatory for approximately the 
same group for which workmen’s compensation is now com- 
pulsory. 


NATIONAL PHYSICIANS’ 
REPORTS 


On October 17, the Management Committee of the board of 
trustees of the National Physicians’ Committee met and author- 
ized the mailing of a report on two years operations to all 
United States physicians. 

On Oct. 14, 1939—two years ago—the first letters and litera- 
ture were mailed to physicians. This agency, it is said, is 
evidence of the fact that, at an earlier date and to a greater 
extent than any other group in the United States, American 
medicine sensed and began to understand the need for and 
potential value of educational propaganda. 

Three well defined tasks were undertaken: 

1. Clarifying the basic issues to a point of understanding for 
and within the profession. 

2. Promoting the extension of the distribution of high quality 
medical care. 

3. Educating the public to a point of understanding on the 
basic meaning of and the effective results from our system of 
independent medical practice. 


COMMITTEE 


WIDESPREAD COOPERATION 

The establishment of the National Physicians’ Committee, 
supplementing the efforts of existing medical organizations, 
stimulated medical journals in almost every state to the publica- 
tion of articles and editorial comment on or in connection with 
the importance and effectiveness of our system of distribution 
of medical service. 

As a new agency it aided in creating widespread discussion 
of this vital issue within county and state medical society 
groups. These discussions led to a clarification and understand- 
ing of the issue’ and toward unifying the profession. They 
stimulated local medical societies to undertake the providing of 
medical care on a cooperative or a prepayment basis. More 
than two hundred of these plans have been undertaken, two of 
them—the California Medical Service and the Michigan Medical 
Service—on the basis of statewide operation under medical 
association sponsorship. 

These efforts have been vitally important. They have pro- 
vided medical care for many thousands of persons in the lower 
income groups. More important, they have provided conclusive 
evidence of the fact that the medical profession has been and 
is fully aware of and alive to its grave and exclusive responsi- 
bility; namely, the providing of the highest possible medical 
care to all the people at the lowest possible cost. Further, and 
of even greater value, the experimental efforts have demon- 
strated that there is no panacea for the problem of medical 
care. The two vital factors remain—the Doctor and the Patient. 

Under the subtitle “Educational Efforts,” statements are 
quoted by President Roosevelt; Mr. Arthur J. Altmeyer, chair- 
man of the Social Security Board; Mr. Owen D. Young, chair- 
man of the American Youth Commission of the American 
Council of Education, and Mr. Paul McNutt, Federal Social 
Security Administrator, and the following statement is made: 

These statements of medical policy by the highest authorities provide a 
graphic and practical demonstration of the fact that medicine’s funda- 
mental concepts are beginning to be accepted as bases of operations. The 


President's rehabilitation program, through ‘local doctors,” is a concrete 
example of their application. 


The report continues : 


Today, there is greater cause for fear and a greater need for constant 
and intelligent vigilance than at any previous time if the independence of 
medicine is to be preserved. 


THE GREATEST DANGER 


Today, in the United States, there are more people gainfully 
employed, at higher rates of pay, than at any previous time. 
These generally larger earnings are beginning to influence more 
prompt payment for medical care. Shortsighted physicians, 
freed from a part of the sense of financial insecurity, are prone 
to forget or to ignore the more important issues involved. 

It is true that this lessening of unemployment has removed 
one of the basic cause factors which led to the determined 
drive for the state control of medical service. However, the 
new advocates of “state control’ and new factors demanding 
greater centralization of governmental authority have actually 
increased the danger. It is possible that the solution of the 
problem of medical independence will necessitate approaching it 
from a broader base. 


WOMAN’S 


AUXILIARY 


Pennsylvania 
The Chester County auxiliary met recently at the Pennsyl- 
vania Epileptic Home at Oakbourne, with Dr. Kenneth Scott 
as host. Miss Hetzel, who has charge of the occupational 
therapy department of the home, told of the weaving, wood- 
work, basketry and other arts taught the patients. 


Wisconsin 
Rock County auxiliary members were guests at the annual 
dinner of the medical society in Janesville, recently, attended 
by 72 members and guests. The necessity for acquainting the 
general public with facts on cancer prevention was emphasized 


by the two speakers, Mrs. G. E. Stoddart, Beaver Dam, state 
commander of the Women’s Field Army for Cancer Control, 
and Dr. W. D. Stovall, state chairman of the American Society 
for the Control of Cancer. Thirty nurses from Mercy Hospital 
attended the program. An afternoon meeting for the public was 
held at the Janesville High School. 

The second new county auxiliary to be added to the Wis- 
consin membership in 1941 is that to the Barron-Sawyer- 
Washburn-Burnett County Medical Society. A meeting was 
held at Rice Lake, May 20, at which Mrs. Donne F. Gosin, 
president of the state auxiliary, and Mrs. E. S. Schmidt, state 
organization chairman, completed the organization. 
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(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Personal.—Dr. Wallace D. Hunt, Seattle, for six years 
health officer of King County, Washington, has been appointed 
senior surgeon in the U. S. Public Health Service and assigned 
to duty as regional medical officer of the Ninth Civilian Defense 
Area with headquarters in San Francisco. 

Physicians Urged to File Birth Certificates.—Physicians 
in attendance on births are urged by the Los Angeles County 
Health Department to make certain that birth certificates are 
properly filed. According to the city department of health, a 
recent birth registration test conducted by the U. S. Bureau 
of the Census revealed the startling information that there 
were twenty-eight unregistered: births within the jurisdiction 
of the Los Angeles County Health Department during the four 
on under study. Of this number fifteen were hospital 

irths. 

Latin American Students at University.— Two Latin 
American physicians are studying at the University of Cali- 
fornia Medical School, San Francisco, as a part of a plan to 
offer advanced training to medical graduates from Latin Ameri- 
can countries. The physicians are Drs. Manuel de J. Castillo, 
who graduated at Central University of Honduras, and Dr. 
Juan Aycineno, a graduate of the University of Guatemala 
School of Medicine. The program to carry out this service 
for Latin American students is under the direction of an 
advisory committee composed of Dr. Howard C. Naffziger, 
professor of surgery; Frank Hinman, clinical professor of 
urology, and Ralph Soto-Hall, clinical instructor in orthopedic 
surgery. Dr. Soto-Hall is a native of Costa Rica. 


ILLINOIS 


Commission for Aid to Handicapped.—Four physicians 
were appointed members of the Illinois Commission for Handi- 
capped Children by the governor, September 11. They are 
Drs. Frank A. Norris, Jacksonville; Edward L. Compere, 
Chicago; Henry B. Thomas, Chicago, and Bert I. Beverly, 
Chicago. A new act passed by the Sixty-Second General 
Assembly changed the form of the commission, which was 
created by an act approved in 1933. The amended act increases 
the commission’s membership from five to nine and stipulates 
that its duties are to coordinate the administrative responsi- 
bility of the departments concerned with the welfare of handi- 
capped children; to stimulate private and public efforts for the 
care, treatment, education and social service of handicapped 
children; to promote adequate provisions for medical diagnosis 
and treatment, and to promote vocation guidance training, place- 
ment and social adjustment of the handicapped. It will also 
be the commission’s responsibility to study conditions relating 
to physically and mentally handicapped children in Illinois and 
other states with a view toward improving such facilities and 
services available to such children in Illinois. Other members 
of the commission are: 

Mrs. Harry M. Mulberry, chairman of the st Na committee of the 
Parent-Teachers Association, chairman of the commissi 

enry C. Warner, Dixon, of the for Handi- 
capped Children for several year 
rving Pearson, Springfield, 
Education Association. 
Edward H. Stullken, principal of the Montefiore Special School for 
Delinquent and Problem Children, Chicago. 
Robert Bell Browne, Ph.D., director of extension, University of Illinois, 


Urbana 


lil., executive secretary of the Illinois 


Chicago 


British Psychiatrist to Lecture.—Dr. Robert D. Gilles- 
pie, London, England, psychiatric specialist of the British Royal 
Air Force, will address a joint meeting of the Chicago Neuro- 
logical Society and the Illinois Psychiatric Society at Thorne 
Hall November 21. His subject will be “Psychoneuroses in 
Peace and War and the Future of Human Relationships.” 

Dr. Joseph Beck Honored.—Former students and col- 
leagues of Dr. Joseph C. Beck, since 1932 associate professor 
of laryngology, rhinology and otology, emeritus, University of 
Illinois College of Medicine, gave a dinner in his honor Sep- 
tember 26. Dr. Beck was presented with a statue of himself 
which recently won a prize at the exhibit of the American 
Physicians Art Association in Cleveland. The statue was the 
work of Dr. Adolph M. Brown. 
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Symposium on Shock.—The Chicago Medical Society 
devoted its meeting, November 12, to a symposium on shock; 
the following participated: Drs. Virgil H. Moon, professor of 
pathology, Jefferson Medical College, Philadel phia, as guest 
speaker, discussed “Vascular Dynamics of Shock: Practical 
Applications”; Warren H. Cole, “Prevention and Treatment of 
Surgical Shock” ; Italo F. Volini, “Treatment of Peripheral 
Circulatory Failure’ (medical shock), and Paul S. Rhoads, 
Evanston, Ill, “Shock in Allergic Conditions.” 

The Pasteuz Lecture.—Dr. George H. Whipple, dean and 
professor sf pathology, iversity of Rochester School of 
Medicine and -entistry, “Rochester, N. Y., will deliver the 
sixteenth Pasteur Lecture of the Institute of Medicine of Chi- 
cago at a joint meeting with the Illinois section of the Society 
for Experimental Biology and Medicine in the Palmer House, 
November 28. Dr. Whipple’s subject will be “The Produc- 
tion, Utilization and Interrelation of Blood Proteins—Hemo- 
globin and Plasma Proteins.’ 


KANSAS 


Personal.—Dr. Thomas L. Foster has resigned as super- 
intendent of the Osawatomie State Hospital, Osawatomie, to 
accept an appointment in the psychiatric department of the 
Hertzler Clinic, Halstead——Dr. William R. Palmer, Kansas 
City, has been named coroner of Wyandotte County to succeed 
the late Dr. Lawrence E. Growney. ——— DT. Arthur J. Ander- 
son has resigned after thirty-five years’ service as school physi- 
cian of Lawrence; he has been succeeded by Dr. Wray Enders 
of Lawrence. 


Society News.—Dr. Henry N. Tihen, Wichita, will be 
the guest speaker at the fall dinner meeting of the Wyandotte 
County Medical Society, Kansas City, November 18; he will 
present a review of gastroenterology. The society was 
addressed at its meeting, November 4, by Drs. Eldon S. Miller, 
on “Interpretation of Abdominal Blood Chemistry” and Albert 
J. Rettenmaier, “Differential Diagnosis of the Acute Abdomen.” 
Both are from Kansas City———The Central Kansas Medical 
Society was addressed at its quarterly meeting in Russell, Sep- 
tember 18, by Lieut. Col. Seth A. Hammel, Kansas National 
Guard, Topeka, and state medical director of selective service, 
on “Medical Aspects of the Draft”; Dr. Arthur D. Gray, 
Topeka, “New Development in Use of the Sulfonamides in 
Genitourinary Diseases,’ and Dr. Robert H. Riedel, Topeka, 
“The Public Health Aspects of Venereal Disease. 
meeting of the Southeast Kansas Medical Society in Fredonia, 
recently, the speakers were Drs. Louie F. Barney, Kansas City, 
on “Modern Concept of Wounds and Their Treatment” ; James 
B. Weaver, Kansas City, Mo., “Treatment of Osteomyelitis,” 
and Lee H. Leger, Kansas City, “Use of Sulfonamide Drugs.” 
——The Sumner County Medical Society devoted its Septem- 
ber meeting in Wellington to a round table discussion of sul- 


fonamide drugs. 
MARYLAND 


Newspaper Donates Space to Hospital.—The Easton 
Star-Democrat has donated space to the Emergency Hospital in 
Easton to be used as “a sounding board for the coming twelve 


months.’ The initial announcement, appearing in the issue of 
31, reads: 
To y 


THE PUBLIC 

Thanks to the generosity of the Star-Democrat and a couple of friends, 

this place has been ernpned to the hospital as a sounding board for the 
coming twelve mont 

ere we shall briefly outline what we are trying to accomplish. And 
to show you how you can aid in that accomplishment. 

For to be of maximum use to our community there must be a binding 
partnership between the hospital management and you, the public. The 
hospital is here to help you when you most need it—when illness strikes. 
When you are well and strong the hospital needs you to prepare it for 
that day you need it. 

he hospital needs you when you can spare something. 
hospital when you cannot. 

t is our obligation to give you an efficient, well run institution at all 
times. It is your obligation to support us, to help us care for the unfortu- 
nates who require free treatment; to help us expand our facilities to meet 
the growing needs of our community. 

lere we will tell you of some of our problems, some of our aspirations. 
Here we will set forth some of the things which we hope will bring a 
closer understanding between the two partners—the hospital and you, the 
public. 

Let's work together. 


You need the 


Tue Emercency Hospitat. 


NEVADA 


State Medical Election.—Dr. John R. McDaniel Jr., Las 
Vegas, was chosen president-elect of the Nevada State Medi- 


cal Association at its annual session in Elko in September and 


Dr. George R. Magee, Yerington, was installed as president. 
Dr. Horace J. Brown, Reno, is secretary of the association. 
The next annual meeting will be held in Reno, September 
25-20. 
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NEW JERSEY 


Meeting of Gastroenterologists.—The New Jersey Gastro- 
Enterological Society will hold an open meeting at the Jersey 
City Medical Center, Jersey City, December 1. The program 
will be presented by Drs. Ralph Colp, New York, who will 
speak on “Surgical Problems in Benign Lesions of’ the Small 
Intestine and Malignant Lesions of the Large Bowel” ; Edgar 
Burke, Jersey City, “Unusual Abdominal Surgical Cases,” and 
Louis L. Perkel, Jersey City, who will present cases. Dr. 
Robert B. Lobban, assistant clinical professor of surgery, 
Columbia University College of Physicians and Surgeons, New 
York, will discuss Dr. Colp’s paper. 

Campaign Against Whooping Cough.—Public health offi- 
cials in Newark and the WPA are cooperating in a campaign 
against whooping cough in children of preschool age, it was 
announced, October 29. The drive will run for twelve months, 
during which it is planned to immunize 6,000 preschool chil- 
dren at the sixteen baby clinics in Newark. The program 
follows a two year campaign against diphtheria carried on 
by the local health department and WPA. Twenty thousand 
children were immunized between January 1938, when the diph- 
theria campaign opened, and January 1941. During 1940 not 
1 case of diphtheria was reported. Children not immunized at 
the WPA-city clinics invariably received the injections from 
their family physicians, it was stated. Four injections of vac- 
cine are given at one month intervals in alternate arms. Two 
types are used, Sauer vaccine and detoxified antigen, which 
the health department is using as a check against the Sauer 
vaccine. 


NEW YORK 


Saranac Societies Announce Winter Schedule. — The 
Saranac Lake Medical Society and the Osler Club, Saranac 
Lake, opened their winter program with a talk, October 29, by 
Dr. David D. Rutstein, Albany, on “Present Status of the 
Diagnosis and Treatment of Rheumatic Heart Disease.” On 
November 5 Drs. Leroy U. Gardner and Arthur J. Vorwald, 
Saranac Lake, conducted a clinical pathologic conference and 
on November 12 Dr. Charles C. Trembley, Saranac Lake, 
presented “Recollections of a Coroner.” ‘The program for the 
remainder of the season is as follows: 
Dr. Harold G. Wolff, New York, Headache Mechanisms, November 21. 
Joseph Volker, D.D.S., ochester, Radioactive Isotopes in Medical and 
Dental Research, November 26. 

Dr. Leonard J. Schiff, Plattsburg, Horace Nelson and His Lancet: A 
Saga of North Country Medicine, December 3. 

Dr. Henry C. Marble, Botton, The Care of Infections and Injuries of 
the Hand, December 10 


Dr. Frederick A. D. Alexander, Albany, N. Y., title to be announced, 


January 7. 
Dr. Harry A. Bray, medical superintendent of the New York State 
Hospital, Ray Brook, and staff, Ray Brock Sanatorium Evening, 
4. 


January 

Canon Thomas, late canon in residence, Bermuda Cathedral, 
ship Between Religion and Medicine, Januar 

ap Norm: in H. Plummer, New York, Newer Chemotherapeutic Methods, 
anuary 28. 

Dr. W itizam P. Thompson, New York, Hematologic Aspects of Tuber- 
culosis of the Spleen and Lymph Nodes, February 

Dr. John N. Hayes, medical director of Sanatorium Gabriels, Gabriels, 
and staff, ‘Gabriels Sanatorium Evening, February 

Chi irles-Ex iward A. Winslow, D.P.H., New Haven, Conn. ., The History 
of the Germ Theory, February 19. 

Dr. Siegfried J. Thannhauser, Boston, Xanthomatous Diseases, and 
Veterans Administration Hospital (Sunmount) Evening, February 25. 

Dr. Wayne L. Henning, medical director of the Stonywold Sanatorium, 
Lake Kushaqua, and staff, Stonywold Sanatorium Evening, March 4. 

Dr. Ross Golden, New York, The “> Piigsattd of Diseases of the 
Terminal Ileum and Cecum, Mare 

a’ Sara M. Jordan, Boston, Practical hidilaies: of Peptic Ulcer, March 


Relation- 


Dr. George W right, Trudeau Sanatorium, History of Pulmonary Physiol- 


ogy, Mare 
Melvin H. aiaity. Ph.D., Chicago, Microscopic Observations of the 


Circulation in Small Blood Vessels Under Normal Conditions and 
During Malaria and Other Diseases, April 


New York City 

Special Meeting on Heart Conditions.—The committee 
on cardiac clinics of the New York Heart Association will 
hold a meeting at the New York Academy of Medicine, 
November 25, at which Dr. Cary Eggleston will preside. The 
speakers will be Dr. Hilmert A. Ranges, whose subject will 
be “Measurement of Cardiac Output by the B allistocardiograph 
and the Direct Fick Method’; Drs. Cameron V. Bailey and 
Paul K. Boyer, “Concentration of Carbon Dioxide in Expired 
Air in Normal and Cardiac Patients,” and Dr. Marcy L. Suss- 
man, “Angiocardiograph in Congenital Heart Disease.” 

New Tuberculosis Unit.—Mayor LaGuardia laid the cor- 
nerstone of the new one hundred and fifty bed tuberculosis 
pavilion at Riverside Hospital on North Brother Island, Octo- 
ber 20. Dr. Willard C. Rappleye, commissioner of hospitals, 
and Irving V. A. Huie, commissioner of public works, officiated 
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at the ceremonies. The new pavilion will serve as a reception 
center for tuberculosis admission, as an infirmary for patients 
seriously ill and as a preoperative and postoperative service for 
patients in need of chest surgery. The mayor pointed out that, 
while more tuberculosis patient beds are needed by the city, 
the pavilion is expected to relieve the strain on other institu- 
tions of the department of hospitals and diminish the tubercu- 
losis problem in the Harlem area, according to the New York 
Times, The three story brick building, begun last March at 
a cost of $950,000, will be completed in February. 


NORTH CAROLINA 


Neurologic and Psychiatric Meeting.—The North Caro- 
lina Neurological and Psychiatric Association met at the State 
Hospital, Morganton, October 24. Papers were presented by 
Drs. John A. Rose, Winston-Salem, on “Changing Trends in 
Therapy”; Paul Kimmelstiel, Charlotte, “Encephalitis”; Leo 
Alexander, Durham, “Deficiency Diseases of the Nervous Sys- 
tem,” and a symposium on shock therapy by Drs. Roy H. 
Long and John R. Saunders, Morganton; Otto Billig, Mark 
A. Griffin and William R. Griffin, Asheville. 


New Institute for Medical Research.—A group of build- 
ings on the Bowman Gray estate, Winston-Salem, has been 
given to the newly opened Bowman Gray School of Medicine 
for the establishment of research laboratories for clinical inves- 
tigation to be known as the Bowman Gray Institute for Medical 
Research. Mrs. Benjamin F. Bernard, who, with her husband, 
will continue to live in the home place on the estate, was the 
donor. In making the announcement Dr. Coy C. Carpenter, 
dean of the school, stated that, though the best facilities had 
been provided in the new medical school for undergraduate 
medical education, it had been feared that postgraduate educa- 
tion and clinical investigation would not be realized for many 
years. With the recent gift, he pointed out, research activities 
of the clinical divisions may be started at once. Plans have 
been completed to move the research activities of the clinical 
divisions to the new buildings as soon as they have been trans- 
formed into research laboratories. Work on the necessary 
reconstruction will begin at once. 


OHIO 


Personal.—Dr. William Sebald Keller, Glendale, has been 
commissioned senior surgeon in the U. S. Public Health Ser- 
vice Reserve and called to active duty as regional medical 
officer in the Fifth Civilian Defense Region, with headquarters 
in Columbus. For twenty-three years he has been president of 
the Cincinnati Social Hygiene Society and a member of the 
coordinating committee of the Cincinnati Public Health 


Federation. 
OREGON 


Changes in Health Officers.—Dr. Louis J. Wolf, Portland, 
has been named acting city health officer of Portland. He 
succeeds Dr. Adolph Weinzirl, who resigned to become pro- 
fessor of public health and preventive medicine at the Univer- 
sitv of Oregon Medical School, Portland——Dr. Charles H. 
Barr, Portland, has been named health officer of Canby. 


Society News.—Dr. Charles A. Haines, Ashland, discussed 
“The Complications of Midwifery” before the Jackson County 
Medical Society in Medford, September 10—-—The Marion- 
Polk Mecseal Society was addressed in Salem, September 9, 
by Drs. Harry C. Blair, Portland, on “Use of Vitallium in 
Treatment of Acute Fractures” and Frank S. Dietrich, Port- 
land, “Edema and Its Treatment.’ 

Personal.— Dr. Donald Wair, formerly acting head of 
Eastern Oregon State Hospital, Pendleton, has been named 
permanent superintendent. Dr. Wesley H. Haffner, Port- 
land, has been appointed medical director of the Lane ‘County 
Public Welfare Commission. Dr. Raymond E. Watkins, pro- 
fessor and head of the department of obstetrics and gynecology, 
University of Oregon Medical School, Portland, has been 
appointed an associate editor of the Western Journal of Sur- 
gery, Obstetrics and Gynecology. 


PENNSYLVANIA 


Psychiatrists Choose Officers. — Dr. George J. Wright, 
Pittsburgh, professor of neurology, University of Pittsburgh 
School of Medicine, was chosen president-elect of the Penn- 
sylvania Psychiatric Society at its annual meeting in Phila- 
delphia, October 9, and Dr. Baldwin L. Keyes, Philadelphia, 
clinical professor of psychiatry at Jefferson Medical College, 
was inducted into the presidency. Dr. Le Roy M. A. Maeder, 
Philadelphia, is the secretary-treasurer. Dr, William C. Porter, 
Washington, D. C., lieutenant colonel, M. C., U. S. Army, 
addressed the session on “Psychiatry and the National Defense.” 


4 


VoLuME ii7 
NuMBER 20 


Philadelphia 


Cancer Research Abandoned for Lack cf Funds. — 
Newspapers reported on September 25 that the cancer control 
division of the state department of health, organized two years 
ago for research purposes, had been discontinued. The discon- 
tinuance of federal funds for this work was given as the reason 
or abandoning the project. 


Dr. Waltman Walters to Lecture.—Dr. Waltman Wal- 
ters, Rochester, Minn., will lecture at the Klahr Auditorium, 
November 18, under the Constantine Hering Fund of the 
Hahnemann Medical College and Hospital of Philadelphia on 
“Malignant Lesions of the Stomach.” <A dinner at the Union 
League will precede the lecture in honor of Dr. Walters. 


TEXAS 


Annual Postgraduate Assembly.— The Post Graduate 
Medical Assembly of South Texas will present its tenth annual 
clinical meeting at the Rice Hotel, Houston, on December 4. 
The session is a project of the Eighth, Ninth and Tenth Coun- 
cilor districts of the state medical society. The speakers pre- 
senting the program will be: 

Dr. Arthur F. Abt, assistant professor of pediatrics, Northwestern 
University Medical School, Chicago 
Dr. Arthur W. Allen, chief, 

General Hospital, Boston. 

Dr. Russell L. Cecil, + gma of clinical medicine, Cornell University 
Medical College, New Yor 

Dr. Rolla E. Dyer, Kerws surgeon, U. S. Public Health Service, Wash- 
ington, D. C 

Dr. Edwin C. Hamblen, associate professor of obstetrics and gynecology, 
Duke University School of Medicine, Durham, 

Dr. Robert H. Ivy, professor of maxillofacial surgery, University of 
of Medicine, Philadelphia. 

r. Marvin F. Jones, formerly professor of otolaryngology, New York 
Post-Graduate Medical School, Columbia University, New Yor 

r. Foster S. Kellogg, clinical professor of obstetrics, Harvard Medical 
School, Boston. 

r. Samuel J. Kopetzky, professor of otology, New York Polyclinic 
Medical School and Hospital, New Yor 

Dr. Walter I. Lillie, professor of ophthalmology, Temple University 
School of Medicine, Philadelphia. 

Dr. William C. MacCarty, professor of pathology, University of Minne- 
sota Graduate School, Minneapolis-Rochester. 

Dr. Karl A. Menninger, chief of staff, Menninger Clinic, Topeka, Kan. 

Dr. Cecil S. O’Brien, professor and head of the department of ophthal- 
mology, State University of Iowa College of Medicine, Iowa City. 

Dr. Robert D. Schock, professor of orthopedic surgery and chairman 
a the department, University of Nebraska College of Medicine, Omaha, 


East Surgical Service, Massachusetts 


Dr. George G. Smith, urologist, Massachusetts General Hospital, Boston. 


GENERAL 


Nobel Prizes Not to Be Awarded This Year.—It was 
reported, October 18, that the Swedish government has decided 
that the Nobel prizes shall not be awarded this year. 

Place Changed for Orthopedic Meeting.—Because of 
the crowded conditions of the hotels in Washington, D. C., the 
executive committee of the American Academy of Orthopedic 
Surgery has changed the place of meeting for the January con- 
vention to Atlantic City. Examinations of the board will 
therefore be held at the Chalfonte Haddon Hall, Atlantic City, 
instead of the Mayflower Hotel in Washington, January 9-10. 

Fees Increased for Pediatric Examination.—The Ameri- 
can Board of Pediatrics announces an increase in its applica- 
tion fee from $30 to $50, effective May 1, 1942. It is the 
intention of the board to accept all applications from eligible 
physicians postmarked prior to May 1, 1942 at the old rate of 
$30. The action was taken only after it had been demonstrated 
that it cannot continue without increased income. 

Grants for Research.— The Committee on Scientific 
Research of the American Medical Association invites appli- 
cations for grants of money to aid in research in problems 
bearing more or less directly on clinical medicine. Preference 
is given to requests for modest amounts to meet specific needs. 
As a rule, grants are not made for the purchase of equip- 
ment or apparatus of a permanent nature. For application 
forms and further information please address the committee 
at 535 North Dearborn Street, Chicago. 

Fellowships in Extramural and Child Psychiatry.—The 
National Committee for Mental Hygiene announces a limited 
number of fellowships for training in extramural and chiid 
psychiatry. Selected fellows will spend one or two years in a 
designated clinic, the term and plan of the fellowship to be 
determined by the peculiar needs of the applicant. Candidates 
should have had at least a general internship and two years of 
psychiatry in an approved mental hospital service in addition 
to other qualities fitting them for extramural service. The 
stipends vary slightly with location and status of the fellow 
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but in general range between $2,000 and $2,600. Additional 
information should be obtained from Dr. Milton E. Kirkpat- 
Soe National Committee for Mental Hygiene, 1790 Broadway, 
New York. 


Counterfeiter Levinsohn Apprehended.—Marvin Levin- 
sohn, alias Martin Davis, passer of counterfeit checks on the 
“Quartermaster Bank of the United States,” was apprehended 
in Kansas City, Mo., October 27, while he was in a physician's 
office awaiting a pneumothorax treatment. The physician rec- 
ognized Levinsohn from the information in a news item in 
Tue JourNAL, October 25, page 1455, and called the local 
Secret Service office. Fourteen blank counterfeit checks were 
in Levinsohn’s possession when he was picked up. He was also 
in army uniform. Levinsohn was sentenced, November 1, to 
three years in the penitentiary. He is now confined in Leaven- 
worth Penitentiary, Leavenworth, Kan., where he will serve 
seven months of a former sentence for violation of parole. The 
three year term will follow. During his period of incarceration 
Levinsohn will be given treatment for tuberculosis. 

Another Physician Defrauded—Warning.—A physician 
in Carbondale, Colo., writes that he ordered - small steel 
enameled office table with shelf from the U. S. Distributing 
Company of Chicago, paying for it by check. The order was 
sent in on receipt through the mail of a card advertising the 
table. He received much later a standard post card on which 
was a typewritten acknowledgment of the order and a state- 
ment that it would be filled “in order.” It was signed “L. R. 
Perlman.” The physician writes that the table has never been 
delivered, although the canceled check has been returned. 
There is no record in the headquarters of the American Medi- 
cal Association of the U. S. Distributing Company of Chicago. 
Inquiries at the bank where the check was cashed revealed that 
Perlman, identified as “sole owner,” had disappeared from his 
usual habitats and that a number of inquiries had come in con- 
cerning him. Physicians are urged to be wary of any form 
of solicitation unless ample proof is afforded establishing the 
reputability of salesmen or firms which they claim to represent. 


Society News.—Dr. James A. Babbitt, Philadelphia, was 
named president-elect of the American Academy of Ophthal- 
mology and Otolaryngology at the annual meeting in Chicago, 
October 19-23. Dr. Babbitt will assume the presidency Jan. 1, 
1943 and Dr. Ralph I. Lloyd, Brooklyn, will become president 
Jan. 1, 1942. Vice presidents elected were Drs. Walter H. 
Theobald, Chicago; Forrest J. Pinkerton, Honolulu, T. H., 
and Francis E. LeJeune, New Orleans. Dr. Secord H. Large, 
Cleveland, was reelected comptroller and Dr. William P. 
Wherry, ‘Omaha, executive secretary-treasurer. Next year's 
meeting will be in San Francisco in October. At the annual 
banquet Dr. Harry S. Gradle, Chicago, received an engraved 
watch commemorating his twenty-one years of service to the 
academy. Drs. Conrad Berens and Samuel J. Kopetzky, New 
York, and Jonas S. Friedenwald, Baltimore, were elected to 
the honor society ——Dr. Arthur P. Keegan, Philadelphia, was 
elected president of the International Association of Police 
and Fire Surgeons and Medical Directors of Civil Service 
Commissions at its annual meeting in Washington, D. C. The 
following officers were reelected: Drs. Maxwell Cherner, 
Philadelphia, vice president; John J. White, New York, trea- 
surer; Harry M. Archer, New York, secretary. 
Western Surgical Association. — The fifty-first annual 
meeting of the Western Surgical Association will be held at 
the St. Paul Hotel, St. Paul, December 5-6, under the presi- 
dency of Dr. Albert H. Montgomery, Chicago. Among the 
speakers on the program will be: 
Drs. Samuel C. Plummer, Boulder, Colo., and Theodore L. Hansen, 
Chicago, Sarcoma as a Complication to Paget’s Disease. 

Drs. Max M. Zinninger and William A. Altemeier Jr., Cincinnati, 
Incidence of B. Welchii Contamination in Fresh Traumatic W ounds. 

Drs. Stanley J. Seeger and Arthur A. Schaefer, Milwaukee, Deep 
Infections of the Neck. 

Drs. William T. Peyton, Minneapolis, and Lyle A. French, Springfield, 
Mo., The Surgical Relief of Intractable Pain. 

Capt. Frederick R. Hook, M. C., U. S. Navy, Washington, D. C., 
Some of the Problems of the Naval Medical Department. 

Drs. Verne C. Hunt and Clarence J. Berne, Los Angeles, Amebic 
Abscess of the Liver. 

Dr. Herman L. Kretschmer, Chicago, Stone in the Ureter: A Critical 
Review of Five Hundred Cases 

Drs. Warren H. Cole and Paul W. Greeley, 

rection of Vascular and Pigmented Nevi. 

Drs. Fred W. Bailey, and Francis Jacob Dean Sauer, St. 

Abdominal Aorta Thrombosis—Treatment with Heparin. 

Drs. Virgil S. Counseller and Daniel A. McKinnon Jr., Rochester, 

Minn., Factors Influencing the Incidence of Postoperative Thrombo- 
phlebitis in Gynecology Operations. 

Drs. Charles G. Johnston, Rudolf J. 


Chicago, The Plastic Cor- 


Louis, 


Noer and John E. Manning, 


Detroit, A Comparative Study of the Small Intestinal Circulation. 

Drs. Frederick A. Coller and Henry K. Ransom, Ann Arbor, Car- 
cinoma of the Rectum, Experiences with Single Stage of Abdomino- 
perineal Resection. 
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New Commission for Hospital Service Plan.—The first 
permanent Hospital Service Plan Commission of the American 
Hospital Association was established during the annual meeting 
of the association in Atlantic City, September 15. A Commis- 
sion on Hospital Service has been functioning since 1937 under 
a five year grant, but in 1940 the American Hospital Associa- 
tion named an “interim commission” to serve pending action 
by its house of delegates, which would make a permanent 
organization possible. At the recent meeting the association's 
constitution and by-laws were amended to include the new com- 
mission as a part of the association. Representatives of thirty- 
cight service plans voted at the session. The new project is 
to be financed by the cooperating service plans. Hospital 
administrators on the commission include Dr. Benjamin W. 
Black, medical director of the Alameda County Institutions, 
Oakland, Calif.; Mr. F. Stanley Howe, superintendent of 
Orange Memorial Hospital, N. J.; Dr. Herman Smith, medical 
superintendent of Michael Reese Hospital, Chicago, and Dr. 
Peter D. Ward, medical superintendent, Charles T. Miller 
Hospital, St. Paul. E. A. Van Steenwyk, Philadelphia, John 
Mannix, Detroit, and Dr. Sigismund S. Goldwater, New York, 
are the plan managers of the commission. George Putnam, 
Boston, and John A. Connor, Columbus, Ohio, both plan trus- 
tees, are the remaining members of the commission. Mr. Van 
Steenwyk was chosen chairman and Mr. Mannix, vice chair- 
man. Clarence Rufus Rorem, Ph.D., Chicago, director of the 
original commission, will continue as director of the new 
commission. 


The American Physicians’ Art Association.—At the 
annual exhibition of the American Physicians’ Art Association, 
which will be held in Atlantic City June 8-12, 1942, during the 
annual meeting of the American Medical Association, the art 
exhibits will be displayed in a room on the ground floor of the 
convention auditorium. The exhibitors will not be charged a 
fee for the hanging of fheir exhibits nor will they have to pay 
express charges for shipping art pieces of any type to or from 
Atlantic City. The secretary of the American Physicians’ Art 
Association, Dr. Francis H. Redewill, 521 Flood Building, San 
Francisco, announces that Mead Johnson and Company will 
assist the art association in obtaining a large number of prizes 
for all classes of exhibitors. Any member of the American 
Medical Association is eligible to membership in the American 
Physicians’ Art Association on the payment of a fee of $1 a 
year. Any delinquent dues for the past few years will not be 
charged against any one. The other officers of the art associa- 
tion are: Drs. Robert F. Ridpath, Philadelphia, president; 
Samuel M. Gellert, Portland, Ore., vice president, and Raleigh 
W. Burlingame, San Francisco, treasurer. Following are the 
trophy winners at the annual exhibition in Cleveland last June: 

Grand Prize: Dr. Edward E. Woldman, Cleveland. Dr. Woldman 


refused the prize, so it was given to Dr. Fred L. Knowles, Fort Dodge, 
owa, “Portrait, Jane Knowles.” 

Special Award: Dr. Woldman. This prize was created by the jury 
because of Dr. Woldman’s refusal of the grand prize 
Oil Painting: First prize, Dr. Louis J. Karnosh, Cleveland, “Services 
Discontinued.” Honorable mention, Dr. Robert Kennicott, Los 
Angeles, “Life of the Party.” Honorable mention, Dr. William W 
Wright, West Hartford, Conn. Honorable mention, Dr. Meyer Morton 
Melicow, New York, “Rockport, Mass.” 

Photography: First prize, Dr. Donald W. Johnson, Fairmont, Minn. 
Honorable mention, Dr. Edward N. Kline, Cleveland. Honorable men- 
tion, Dr. Max Thorek, Chicago. 


Etching: First prize, Dr. Jose Warkany, Cincinnati, “Cliff 
Dwellers.” Honorable mention, Dr. Nils P. Larsen, Honolulu, T. H. 
Pastels: First prize, Dr. Robert F. Ridpath, Philadelphia, “Lillian.” 


Honorable mention, Dr. George V. Smith, South Euclid, Ohio, “‘Land- 
scape. 
Water Colors: 
Scranton, Pa. 
Sculpture: First prize, Dr. Robert N. MacGuffie, Passaic, N. J., “Jane.” 
Ilonorable mention, Dr. Emil Seletz, Los Angeles, “Will Rogers.” 
Honorable mention, Dr. Adolph M. Brown, Chicago, “Joe Beck.” 
Homer Wheelon Medal for originality and artistry in oils: Dr. 
Francis H. Redewill, San Francisco, “Wall of Windows, Bryce Canyon.” 
Cleveland Award Opens Campaign for Cancer Funds. 
—The Clement Cleveland Medal, given annually for conspicuous 
service to cancer education, was presented to Abbott Kimball, 
president of the advertising firm bearing his name, at a dinner 
in the Advertising Club, October 22, given by the New York 
City Cancer Committee. In accepting the medal, Mr. Kimball 
said that the award “marked a milestone in the practice of 
medicine,” being “the first time that a medical society of any 
kind has ever given the highest award in its power for a job 
of advertising and publicity,’ the New York Times reported. 
The dinner marked the opening too of the cancer committee’s 
fifteenth annual campaign for funds “to fight cancer with 
knowledge.” Another feature of the dinner was the presenta- 
tion of a testimonial from the American Society for the Con- 
trol of Cancer to Dr. John C. A. Gerster in- recognition of his 
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fifteen years of service as chairman of the New York City 
Cancer Committee. Speakers at the dinner included John 
Benson, president of the American Association of Advertising 
Agencies, who discussed “Public Service in Advertising” ; 
Charles D. Coburn, New York, who spoke on “An Actor 
Looks at a Doctor,” and Clarence C. Little, D.Sc., Bar Harbor, 
Maine, managing director of the American Society for the 
Control of Cancer, who paid tribute to the record of the local 
committee. It was announced at the dinner that Dr. John E. 
Moseley, Negro physician who had served as assistant in the 
outpatient department of Harlem Hospital, had been appointed 
on a special fellowship from the National Cancer Institute to 
study radiotherapy at Bellevue Hospital under Dr. Ira I. Kap- 
lan, director of the department. The decision to select a Negro 
physician for special training was made after it had been ascer- 
tained that no facilities were available in Harlem Hospital for 
giving radium and roentgen treatment. Dr. Ludvig Hektoen, 
Chicago, executive director of the National Advisory Cancer 
Council, helped to obtain a grant from the National Cancer 
Institute, and W. S. Schwabacher, a member of the local 
cancer committee, obtained supplementary funds to finance the 
training. 


Government Services 


Public Health Service Engineer Dies 


Leslie C. Frank, retired senior sanitary engineer of the U. S. 
Public Health Service, Washington, D. C., died, September 4, 
while on a visit to Toronto, Ont., aged 54. Mr. Frank retired 
last February because of ill health. He was president of the 
International Association of Milk Sanitarians. 


Conference on Evaluation of Tests for Syphilis 

The North American Serologic Conference opened in Wash- 
ington, October 20, under the auspices of the U. S. Public 
Health Service, Washington, D. C., and the Committee on 
Evaluation of Serodiagnostic Tests for Syphilis, to determine, 
if possible, the most accurate test for syphilis. The conference 
will continue for a month, during which leading serologists 
of Cuba, Mexico, Canada and the United States will seek 
through competitive analysis to evaluate new tests. Two simi- 
lar conferences have taken place in Copenhagen, one in 
Montevideo and one in Washington in 1935. Members of the 
Committee on Evaluation of Serodiagnostic Tests for Syphilis 
include Drs. Thomas Parran, surgeon general of the U. S. 
Public Health Service, chairman; Henry H. Hazen, Washing- 
ton, D. C.; John Mahoney, Staten Island, N. Y., senior 
surgeon of the service; Arthur H. Sanford, Rochester, Minn. ; 
Francis E. Senear, Chicago; Walter M. Simpson, Dayton, Ohio. 
Dr. Raymond A. Vonderlehr, assistant surgeon general, Wash- 
ington, LD. C., is in charge of venereal disease control for the 
service. 


Director of Health Supplies and Drug 
Division Named 

John N. McDonnell, D.Sc., assistant professor of pharmacy, 
Philadelphia College of Pharmacy and Science, and editor of 
the American Professional Pharmacist, has been chosen to head 
the health supplies and drug division of the Bureau of Research 
and Statistics of the Office of Production Management, Wash- 
ington, D. C. Dr. McDonnell will set up a research group 
to assemble at once all available data concerning the present 
supply of and demand for drugs and allied chemicals. Accord- 
ing to an announcement, the classification of raw and finished 
drug materials into those essential for civilian and military 
health, and the control of such as are deemed of lesser impor- 
tance, will be followed by a study of possible expansion of 
present manufacturing and processing facilities to care for the 
emergency demands of foreign and domestic agencies. The 
work of the new research group will serve to provide com- 
plete factual knowledge of the entire drug industry to the other 
divisions of OPM, to insure complete medical supplies for the 
nation’s armed forces and to guarantee supplies of bulk mate- 
rials and other products so that production of civilian drug 
necessities will be maintained. Dr. McDonnell received his 
degree in pharmacy and his master’s and doctor of science 
degrees in bacteriology and hygiene at the Philadelphia College 
of Pharmacy and Science, where, in addition to his professor- 
ship, he is also assistant registrar and curator. 


Ceramics: First prize, Dr. Leon Goldman, Cincinnati. Honorable men- 
tion, Dr. Paul E. W. Wedgewood, San Diego, Calif, 
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LONDON 
(From Our Regular Correspondent) 
Sept. 27, 1941. 


Educating the Public in Protection Against Poison Gas 

A campaign to educate the public in the dangers of and 
protection against poison gas has been inaugurated by the 
Ministry of Home Security. An exhibition has been opened 
in London and a simple version of this will be shown at thirteen 
_ centers in Great Britain and Northern Ireland. After show- 
ings of six weeks at these sites the exhibitions will .be moved 
to other towns and will circulate in this manner for some twelve 
months. The message of the exhibitions is that, unlike high 
explosive bombs, war gas on the whole is not a killing weapon 
and can be beaten by those who make use of sensible protec- 
tion. The exhibitions explain the types of war gases which 
may be used and how decontamination and cleansing can be 
done. Protection for children, food and domestic animals is 
dealt with, and a complete, concise survey is given of all 
instructions for civilian behavior during a gas attack. In open- 
ing the London exhibition, the parliamentary secretary to the 
Ministry of Home Security, Mr. William Mabane, emphasized 
the dangers of gas against civilians as well as its limitations. 
People should learn all they could about gas from the ministry’s 
books, lectures, instructors and wardens. Masks should always 
be carried and kept in good repair. In case of any doubt about 
a mask, it should be taken to a warden’s house. There should 
be exercises in putting on the mask quickly and effectively. 
A second lost might mean death or disfigurement. We would 
never use gas in the war except in retaliation, so the advantage 
of surprise rested with the enemy. If we were prepared, gas 
would be stripped of its terror and could do but little harm. 

The minister of health has issued a circular asking the public 
to practice the use of their masks in their homes and asking 
the managers of hospitals to insure that workers who are not 
resident bring their masks with them and that all workers 
keep their masks handy; the workers are also asked to arrange 
practice periods from time to time in putting the masks on 
quickly. In the case of the patients, discretion must be used 
in arranging for their practicing in the use of the mask. For 
those suffering from certain disabilities, such as asthma, heart 
disease or facial distortions, special respirators with outlet 
valves or helmet respirators are issued. 


Emergency Food Plans 

Lord Woolton, minister of food, has described food plans 
which have been drawn up for any emergency. They are based 
on the assumption that communications have broken down “in 
the most severe blitz that our most pessimistic imagination 
could devise.” Stocks of food have been widely scattered so 
as to limit the quantity that could be destroyed in any one air 
attack. For this purpose, Great Britain is divided into many 
areas, each independent in the matter of emergency food stocks 
for several weeks. Traders in the districts have arranged 
between themselves mutual pacts of assistance so that if one is 
knocked out of business his customers will be looked after by 
others. “Shadow” shopping centers have been chosen by the 
ministry for use if existing shopping districts are extensively 
damaged. If necessary, traveling shops will be put on the roads. 
For the smaller places that have no food office of their own 
some two thousand five hundred voluntary food organizers have 
been appointed. They have undertaken to distribute emergency 
food stocks—government property—ii their district should be 
isolated. The stocks consist of biscuits, corned beef, canned 
soup, canned sugar, canned margarine and tea. Each of the 
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nineteen divisional food officers in the country has one or more 
such convoys under his control—self-contained units ready to 
go out at a moment's notice. The next line of defense is the 
British restaurants. The third is the emergency meal centers. 
The rest centers (for persons rendered homeless by air raids) 
and the air-raid shelters are the fourth and fifth lines of defense. 
The Ministry of Food has arranged for supplies of food in these 
places. All the catering establishments of London have been 
brought into the emergency arrangements under a_ unified 
scheme. A new development is the “food grid’—a cooking 
depot established 7 to 10 miles outside the town it is meant 
to serve. It will function if the other centers are put out of 
action. Each can produce six thousand meals in four hours 
and send them into the town by mobile canteen or car. Cook- 
ing depots to cover a population of 7,400,000 are under con- 
struction or in being. 

Extensive arrangements have been made for the salvaging of 
damaged food supplies. Food that has been in water must be 
dried, and for this purpose the drying plants of various indus- 
tries have proved valuable. The Ministry of Food has com- 
piled a register of one thousand five hundred such drying plants. 
Food must be protected against poison gas. For this purpose 
gas-resisting tarpaulins have been provided. 


The American Ambulance in Great Britain 

All over Great Britain the large blue-gray cars of the 
American Ambulance, Great Britain, bearing in a circle the 
crossed flags of Great Britain and the United States of America, 
have become familiar. Behind this organization of two hundred 
and sixty motor ambulances, surgical units and mobile first- 
aid posts lies a story. For forty-two years American residents 
have been banded together into the American Society in LonZon 
and have celebrated Independence Day with a banquet and a 
ball. But in the spring of 1940 when the society met to decide 
on the nature of the next celebration, the honorary secretary, 
Mr. Gilbert H. Carr, said that anything of this nature would 
now be out of place. The thing for Americans who had 
enjoyed the hospitality of Great Britain to do was not to 
celebrate but to make a gesture of assistance. From this sug- 
gestion grew the American Ambulance, Great Britain, for the 
rapid transportation of complete surgical units to areas in which 
they are most required. In twelve months they have traversed 
1,728,992 miles and carried 71,511 patients. Mr. Carr is now 
director general of the American Ambulance and must be the 
hardest worked American in the British cause, for he is also 
honorary secretary of the American Committee for Air Raid 
Relief and of the Advisory Committee of the British War Relief 
Society of America. The work done by the ambulance com- 
prises evacuation of hospital and transfer of patients from one 
hospital to another, to convalescent homes or to their own 
homes on recovery. Of the women drivers, all but two are 
British. Some of them are veterans who drove in France in 
the last war. 

The London Hospital 

The London Hospital, the largest hospital in the metropolis, 
was founded in 1741. It has a roof space of 10 acres, and its 
normal bed accommodation runs to nine hundred. It has 
suffered severely in air raids and now maintains only three 
hundred and sixty beds, of which one hundred and sixty are 
reserved for air raid casualties. It has an annex in the country 
with two hundred and fifty-two beds, which are to be increased 
to three hundred and sixty. The London Hospital has received 
direct hits from high explosive and incendiary bombs and has 
had thirty-five thousand windows destroyed. But it has never 
been put out of action, though there have been temporary 
stoppages of lighting and power. Damage has been done to 
the nurses’ homes, the laundry and the outpatient department 
but not to the wards. 
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RIO DE JANEIRO 
(From Our Regular Correspondent) 
Sept. 20, 1941. 


Postoperative Circulatory Changes 

Dr. J. P. Sodré, surgeon at the Hospital Pronto Socorro of 
Rio de Janeiro, has described the metabolic changes observed 
in the patients he operated on in that municipal emergency 
hospital. He emphasizes that it is on the circulatory system 
that the operation causes the more important changes, in par- 
ticular on the blood pressure and on the pulse rate. Very 
important are the alterations caused by anesthesia: the gaseous 
anesthetics and avertin with amylene hydrate contribute to 
increase the blood pressure, while ether, chloroform and spinal 
anesthesia tend to lower it, and local anesthesia is practically 
without influence. Dr. Sodré presented the following figures 
concerning alterations in the blood pressure and pulse rate 
observed in 687 operations. In a series of 124 operations per- 
formed under local anesthesia, 50 per cent of the patients pre- 
sented no changes in the blood pressure, 40 per cent showed 
an average decrease of 15 mm. and in 10 per cent it was 
increased an average of 10 mm.; in 45 per cent of the patients 
the pulse rate diminished about 12 beats, in 40 per cent it 
increased about 9 beats and in 15 per cent it presented no 
change. In a series of 163 operations under spinal anesthesia, 
80 per cent of the patients presented an average decrease of 
22 mm. in the blood pressure, 7 per cent showed an average 
increase of 17 mm. and 13 per cent presented no change; in 
58 per cent the pulse rate diminished about 15 beats, in 30 per 
cent it increased about 9 beats and in 12 per cent it presented 
no change. In a series of 400 operations in which ether or 
chloroform were used, 66 per cent of the patients presented an 
average decrease of 15 mm. in the blood pressure, 23 per cent 
showed an average increase of 18 mm. and 23 per cent presented 
no change; in 62 per cent the pulse rate increased about 
16 beats, in 25 per cent it decreased about 12 beats and in 
13 per cent there was no change. 


The Pathogenicity of BCG Vaccine 

Dr. Arlindo de Assis, a bacteriologist, and Dr. Amadeu 
Fialho, a pathologist, have just published the results of experi- 
ments on the pathogenicity of the Calmette-Guérin bacillus. 
Nine adult rabbits, previously recognized as nonreactors by 
intradermal tuberculin tests, were injected intratesticularly with 
doses amounting to 1 to 50 mg. of heat killed BCG suspended 
in from 0.5 to 1 cc. of sterile liquid petrolatum. Local reac- 
tions followed early in the first week, consisting of intense 
redness, severe edema and enlargement of the testicles. In 
most cases caseous abscesses developed at the site of inoculation. 
Tuberculin hypersensitiveness could easily be disclosed after 
the third or fourth week. The weight and general health of 
the animals seemed not to be damaged by the BCG, and 7 
rabbits survived after three hundred days. One rabbit inocu- 
lated with 25 mg. and one inoculated with 50 mg. were found 
dead after fifty-three and seventy-five days, respectively. Both 
these rabbits showed enlarged lungs, with a vesicular bubble 
appearance. Since no truly tuberculous lesions could be detected 
in the lungs of either rabbit and since a passive congestion was 
found in the livers of both, it is much more probable that the 
animals may have died from circulatory disturbances rather 
than from any kind of tuberculous disease. Three rabbits have 
been killed for a check up on the pulmonary changes which 
happened to occur under the influence of different doses of 
BCG. Another rabbit which had been inoculated with 50 mg. 
was killed after one hundred and twenty days, while 2 others 
(inoculated respectively with 1 and 10 mg.) were killed after 
two hundred and twenty-seven and two hundred and forty-three 
days. All these animals showed lungs of normal volumes, with- 
out any kind of caseous or pneumonic change, although a 
variable degree of nodular lesions could be found. To sum 
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up the main macroscopic pathologic changes disclosed at the 
autopsies it can be said that a clearcut difference has been 
reported between the lesions observed at the site of the inocu- 
lation and the ones found in distant organs. While the non- 
inoculated testicles remained always free from any change, the 
testicular parenchyma and a few lymph nodes presented both 
nodular proliferative lesions (quite similar to those occurring 
in distant organs) and intensively caseated areas yielding abun- 
dant pus and big clumps of acid-fast bacilli. Apart from these 
local features, only a definite enlargement of the abdominal 
lymph nodes and nodular lesions in the lungs could be found, 
always unaccompanied by caseous changes. Specific lesions 
always failed to appear in the spleen and the liver, although 
sometimes the involvement of small lymph nodes of the capsules 
of those ofgans have been noted. 

Microscopic sections of the lymph nodes and lungs disclosed 
a complex lesion around liquid petrolatum droplets conveyed 
through the lymph stream from the site of the inoculation. 
Frozen sections stained by scarlet red and sudan III showed 
that those droplets were liquid petrolatum conveying a variable 
amount of acid-fast bacilli easily stained by routine methods. 
Each droplet became the center of a complex lesion surrounded 
by a narrow zone of cellular necrosis, instead of the well 
known homogenous mass necrosis characteristic of lesions 
caused by virulent tubercle bacilli. A layer of proliferating 
cells, derived from the reticuloendothelial system surrounded 
the destructive zone. A significant phagocytic activity both for 
cellular débris and for lipids and fat particles seemed charac- 
teristic of that proliferative tissue. In the lungs, such purely 
proliferative features occurred in scattered foci throughout the 
whole organ, the commonest ones having been found at the 
alveoli. Moderate cellular proliferation filled the alveolar cavi- 
ties. Far advanced proliferation of the same cells brought out 
more profound changes, with a complete disappearance of the 
alveolar outline, which was replaced by a tumor-like growth. 
The spleen and liver proved to be free from destructive lesions, 
only proliferation being found there. Acid-fast bacilli failed 
also to appear in those organs. 

It may be assumed that the synergistic action of intratesticular 
injections of heat-killed BCG in liquid petrolatum in the rabbit 
proved comparable to that obtained when the introduction of 
the mixtures follows other routes. However, the testicular 
route seems to promote intense local caseous changes as well 
as to cause dispersion of the mixture throughout the lymphatic 
system up to the lungs. Disregarding the local reaction, BCG 
proved incapable of producing a true pattern of tuberculous 
disease in the rabbit. Only necrobiotic changes could be dis- 
closed as the direct consequence of the bacillary bodies plus 
paraffin oil in the lungs and the lymph nodes situated far from 
the site of inoculation. An intense stimulation seemed to be 


- transmitted to the reticuloendothelial system by BCG under the 


reinforcing influence of the liquid petrolatum so that a great deal 
of cellular proliferation took place in several organs (lungs, 
spleen, liver), although none of them should be considered 
specific. 


Marriages 


J. Lamar Cattaway, Durham, N. C., to Miss Catharine 
Van Blarcom of Hawthorne, N. J., October 11. 

Davin O. N. Linpperc, Decatur, Ill., to Miss M. Helen 
Gray of Ann Arbor, Mich., recently. 

Cart Ervine Apams, Nashville, Tenn., to Miss Jennie Mae 
Mitchell of La Vergne in August. 

Morris WILBuRNE, Chicago, to Miss Shirley Winters of 
New York, October 25 

Ti.p—EN H. Purpps Jr. to Miss Dorothea Rights, both of 
Tampa, Fla., August 9. 


Lewis E. January to Miss Eloise Taylor, both of Iowa 
City, September 13. 
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Deaths 


Hugh McCormick Smith, Washington, D. C.; George- 
town University School of Medicine, Washington, 1888; asso- 
ciate curator of zoology at the Smithsonian Institution; entered 
the United States Fisheries Commission, now the United States 
Bureau of Fisheries, in 1886; director of the biologic laboratory 
of the United States Fisheries Commission, Woods Hole, Mass., 
1901-1902; deputy commissioner of fisheries from 1903 to 1913; 
United States commissioner of fisheries from 1913 to 1922; 
member of the medical faculty at his alma mater in 1888 as 
demonstrator in anatomy and curator of the museum; in 1890 
was assistant to the professor of physiology, and lecturer in 
medical botany; in 1891 assistant to the professor of physiology 
and to the professor of general pathology and histology; im 1 
adjunct professor of anatomy in charge of normal histology ; 
in 1897 was appointed professor of normal histology, and in 
1902 resigned as professor of histology; represented the United 
States at international fishery congresses; member of the 
American Ornithologists’ Union, American Society of Natural- 
ists, American Fisheries Society, serving as president, 1907- 
1908; past president of the Biological Society of Washington ; 
secretary general of the fourth International Fishery Congress 
in 1908; at one time adviser in fisheries to the Siamest gov- 
ernment and director of the Siamese Department of Fisheries ; 
aged 75; died, September 28, of coronary thrombosis, arterio- 
sclerosis and heart disease. 


Mark Homer Rogers ® Boston; Harvard Medical School, 
Boston, 1904; assistant professor of orthopedic surgery at the 
Tufts College Medical School from 1915 to 1924 and sincg 
1924 professor; member of the American Orthopedic Asso- 
ciation and the American Academy of Orthopedic Surgeons ; 
fellow of the American College of Surgeons; served during 
the World War; orthopedic surgeon, Massachusetts General 
Hospital from 1906 to 1924; chief, orthopedic service, Beth 
Israel Hospital; orthopedic surgeon, New England Deaconess 
Hospital; orthopedic consultant, Henry Heywood Hospital, 
Gardner, Mass., and the Evangeline Booth Home and Hospital ; 
consultant in orthopedic surgery of the Joseph H. Pratt Diag- 
nostic Hospita}; associate surgeon to sixth surgical service, 
Boston City Hospital; orthopedic surgeon, Boston and Maine 
Railroad; orthopedic consultant to the United States Public 
~ Health Service; associate in orthopedic surgery at the Harvard 
Medical School, Courses for Graduates; aged 64; died, Octo- 
ber 5, in the George F. Baker Clinic of the New, England 
Deaconess Hospital of cerebral embolism and heart disease. 

George Herman Powers ®@ Boston; University of Cali- 
fornia Medical Department, San Francisco, 1902; member of 
the American Otological Society, Inc., New England Otological 
and Laryngological Society and the New England Pediatric 
Society; assistant in otology at*the Harvard Medical School 
from 1914 to 1916 and instructor, 1916-1917; served in various 
capacities on the. staffs of the Massachusetts Eye and Ear 
Infirmary and Boston City Hospital; consulting surgeon, 
Quincy (Mass.) City Hospital and the Leonard Morse Hos- 
pital, Natick; aged 63; died, October 4, at his home in 

edfield. 

Frederick Conrad Schurmeier @ Elgin, Ill.; Rush Medical 
College, Chicago, 1902; past president of the Kane County 
Medical Society; fellow of the American College of Surgeons ; 
served as a member and president of the board of education; 
city physician from 1905 to 1907; member of the board of 
trustees of the Kane County Springbrook Sanitarium, Aurora; 
attending surgeon, Sherman and St. Joseph’s hospitals; aged 
69; died, October 6, of coronary thrombosis. 

Alfred Frederick Jacobson, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1905; in 1907 clinical assistant, 
in 1923 instructor and in 1925 associate in the department of 
dermatology at his alma mater; was associated with the city 
health department continuously since 1907, at which time he had 
the title of school inspector and since 1909 field health officer ; 
aged 61; died, October 3, of carcinoma. 

Herbert Miller Manning ® Surgeon, United States Public 
Health Service, retired, Washington, D. C.; Columbian Uni- 
versity Medical Department, Washington, 1900; entered the 
United States Public Health Service July 15, 1903 and retired 
Sept. 1, 1933; veteran of the Spanish-American War; aged 
63; died, October 11, in the United States Marine Hospital, 
Baltimore. 

Francis James McKown, Carmel, N. Y.; Albany Medical 
College, 1897; member of the Medical Society of the State of 
New York; past president of the Putnam County - Medical 
Society; for many years county coroner, and health officer of 
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the towns of Carmel and Kent; past president of the board 


of education; aged 68; died, October 9, of coronary heart 
disease. 

J. Louis Preston @ Salamanca, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1913; past 
president of the Medical Society of Cattaraugus County; for- 
merly physician for the public schools; served during the World 
War; aged 52; on the staff of the City Hospital, where he 
died, October 3, of injuries received in an airplane accident. 


Hallie Mayo Ratliff ® New York; Medical College of 
Virginia, Richmond, 1911; formerly adjunct professor of gyne- 
cology and clinical professor of gynecology and obstetrics at 
the New York Polyclinic Medical School and Hospital; fellow 
of the American College of Surg: ons; served during the World 
War; aged 57; died, September 29, of coronary thrombosis. 


Louis Cyriaque Charland, Montreal, Que., Canada; School 
of Medicine and Surgery of Montreal, Faculty of Medicine of 
the University of Laval at Montreal, 1902; served with the 
Canadian Army during the World War; formerly medical 
examiner of the Pension Board of Ottawa, Ont.; aged 63; died, 
September 7, of cardiovascular renal disease and uremia. 


Arthur Elliott Owen ® Lansing, Mich.; Detroit College 
of Medicine, 1907; past president of the Ingham County Medical 
Society; fellow of the American College of Surgeons; served 
during the World War; on the staffs of St. Lawrence Hospital 
and the Edward W. Sparrow Hospital; aged 58; died, Octo- 
ber 8, of coronary occlusion. 


Samuel Meredith Wilson, Lynchburg, Va.; University 
College of Medicine, Richmond, 1907; member of the Medical 
Society of Virginia; on the staffs of the Lynchburg General 
Hospital, Marshall Lodge Memorial Hospital and the Virginia 
Baptist Hospital; aged 56; died, September 14. 


Grover Cleveland Terrell, Prentiss, Miss.; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1910; member of the Mississippi State Medical Association; 
formerly county health officer; aged 56; died, September 26, 
of injuries received in an automobile accident. 


Irvin John Pascoe, Park Ridge, IIl.; Chicago College of 
Medicine and Surgery, 1910; member of the Illinois State 
Medical Society ; served during the World War; health officer ; 
on the staff of the Walther Memorial Hospital, Chicago; aged 
56; died, October 19, of coronary thrombosis. 


Albert James Reycraft, Fostoria, Ohio; Detroit College 
of Medicine, 1895; member of the Ohio State Medical Asso- 
ciation; past president of the Hancock County Medical Society ; 
aged 79; died, October 3, in the Lakeside Hospital, Cleveland, 
of bronchopneumonia and arteriosclerosis. 


Harrison. Benjamin Talbot ® Topeka, Kan.; Kansas 
Medical College, Medical Department of Washburn Colfege, 
Topeka, 1913; vice president and medical director of the 
National Reserve Life Insurance Company; aged 53; died, 
September 30, in St. Francis Hospital. 


Milton Lee Martin, Denton, Texas; University of Texas 
Medical Department, Galveston, 1899; member of the State 
Medical Association of Texas; past president and secretary of 
the Denton County Medical Society; aged 72; died, September 
27, of carcinoma of the intestine. 

Vernon Otis Buttram @ Crossville, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1929; aged 39; died, 
October 1, in the Vanderbilt Hospital, Nashville, of injuries 
received when he fell from a _ speeding ambulance while 
attempting to close the door. 


Daniel Cantarow, West Hartford, Conn.; Tufts College 
Medical School, Boston, 1911; member of the Connecticut State 
Medical Society; on the consulting staff of the Mount Sinai 
Hospital, Hartford; aged 67; died, October 1, of pulmonary 
edema and chronic nephritis. 


John Henry Bird, Rock, W. Va.; Maryland Medical 
College, Baltimore, 1905; member of the West Virginia State 
ical Association; member and -¢formerly president of the 
county board of education; aged 63; died, October 14, of coro- 
nary thrombosis. 

William Patrick Brady, Buffalo; Georgetown University 
School of Medicine, Washington, D. C., 1937; member of the 
Medical Society of the State of New York; aged 31; died, 
October 15, in“the Georgetown University Hospital, Washing- 
ton, D. C 

Lawrence Hopkinson, Seattle; Milwaukee Medical Col- 
lege, 1897; formerly professor of eepvoneeesiney at his alma 
mater; served during the World War; aged 75; died, Sep- 


tember 8, in the United States Marine Hospital of coronary 
occlusion. 
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Edgar Mayer Johnson, New Haven, Conn.; Yale Uni- 
versity School of Medicine, New Haven, 1914; member of the 
Connecticut State Medical Society; a medical examiner for a 
draft board; aged 55; died, October 1, of coronary thrombosis. 

Moritz Fredrick Petersen, Charleston, W. Va.; North- 
western University Medical School, Chicago, 1921; member of 
the West Virginia State Medical Association; aged 48; died, 
October 1, at Rockford, IIl., of a self-inflicted bullet wound. 

Frank Roland Coe, Warners, N. Y.; University of the 
City of New York Medical Department, New York, 1884; 
member of the Medical Society of the State of New York; 
aged 82; died, October 7, of uremia and arteriosclerosis. 

George Michael ge tenes: Chicago; University of IIli- 
nois College of Medicine, Chicago, 1915; member of the Illinois 
State Medical Society; served during the World War; aged 
50; died, September 29, of cerebral hemorrhage. 

Silas L. Shaw, Clinton, La.; St. Louis College of Physi- 
cians and Surgeons, 1909; member of the Louisiana State 
Medical Society; coroner of East Feliciana Parish; aged 66; 
died, September 29, of coronary thrombosis. 

Emilie H. Jones Barker, Sacramento, Calif.; New York 
Medical College and Hospital for Women, Homeopathic, New 
York, 1878; for many years resident physician to the Wellesley 
(Mass.) College; aged 100; died, October 8. 

John H. Lowery, Donaldsville, La.; New Orleans Uni- 
versity Medical College, 1894; aged 77; died, September 25, 
in the Flint Goodridge Hospital of Dillard University, New 
Orleans, of hypertrophy of the prostate. 

William L. Doepp, Homewood, IIl.; Chicago Medical 
College, 1887; member of the Illinois State Medical Society; 
formerly school physician; aged died, October 23, in 
Rockford of cerebral arteriosclerosis. 

Charles Dudley Barksdale, Sutherlin, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1895 ; for- 
merly member of the county school board; aged 68; died, Sep- 
tember 28, of coronary thrombosis. 

Charles Clifford Archibald, Truro, N. S., Canada; Halifax 
Medical College, Halifax, N. S., 1902; served with the Royal 
Canadian Army Medical Corps; aged 63; died, September 6, 
in the Montreal General Hospital. 


Charles Alfred Morris @ Bakersfield, Calif.; College of 
Physicians and Surgeons of San Francisco, 1902; University 
and Bellevue Hospital Medical College, New York, 1909; 
aged 69; died, September 8. 

Darius Augustus Coon, Toronto, Ont., Canada; Trinity 
Medical College, Toronto, 1890; Queen’s University Faculty 
of Medicine, Kingston, 1890; served during the World War; 
aged 79; died, September 29. 

William Thomas Berry, Clinton, Ky.; St. Louis College 
of Physicians and Surgeons, 1901; member of the Kentucky 
State Medical Association; aged 78; died, September 30, of 
carcinoma of the stomach. 

Charles Henry Barr, Canby, Ore.; University of Oregon 
Medical School, Portland, 1939; member of the Oregon State 
Medical Society; aged 33; died in October of injuries received 
in an automobile accident. 

John L. Gandy, Hickory, Miss.; University of Tennessee 
Medical Department, Nashville, 1893; aged 73; died, Septem- 
ber 28, in the Anderson Infirmary, Meridian, of myocarditis 
and chronic nephritis. 

Royal G. Mundy, Washington, D. C.; Howard University 
College of Medicine, Washington, 1907; aged 58; died, Sep- 
tember 5, in the Freedmen’s Hospital of carbuncle of the neck 
and diabetes mellitus. 

Edward Payson Atkinson, Oxford, N. S., Canada; Halifax 
(N. S.) Medical College, Halifax, 1899; aged 76; died, July 
22, in the All Saints Hospital, Springhill, as the result of an 
automobile accident. 

Fred J. Barnet, North Hollywood, Calif.; Albany (N. Y.) 
Medical College, 1908; served during the World War; aged 
56: died, October 1, in the Veterans Administration Facility, 
West Los Angeles. 

Frederick Clarke Stephenson, Toronto, Ont., Canada; 
Trinity Medical College, Toronto, 1898; also a clergyman; 
aged 77; died, September 26, of injuries received when struck 
by an automobile. 

George Francis Bracken, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer- 
sity of Illinois, 1901; served during the World War; aged 63; 
died, October 23. 

Frank P. Hanaphy, West Burlington, Iowa; State Uni- 
versity of Iowa College of Medicine, Iowa City, 1888; aged 
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78; died, October 1, in the Mercy Hospital, Burlington, of 
arteriosclerosis. 

Oscar Christian Carssow ® Lewiston, Idaho; Marion- 
Sims College of Medicine, St. Louis, 1898; fellow of the 
American College of Surgeons; aged 62; died, August 17, of 
heart disease. 

Thomas Dowling, Wilmington, Del.; Columbian University 
Medical Department, Washington, D. C., 1898; member of the 
Medical Society of District of Columbia; aged 72; died, Sep- 
tember 24. 

—— Mortimer Smith, Lynn, Mass.; Boston University 
School of Medicine, 1940; intern at the Carney Hospital, 
Boston; aged 29; was killed, September 13, in an airplane 
accident. 

August Richard Wittke, Milwaukee; Milwaukee Medical 
College, 1898; aged 78; died, September 22, in St. Joseph’s 
Hospital of cerebral hemorrhage, arteriosclerosis and diabetes 
mellitus. 

Elbert Palmer Zeumer, Cincinnati; Eclectic Medical Insti- 
tute, Cincinnati, 1899; member of the Ohio State Medical 
Association; aged 64; died, September 21, of coronary heart 
disease. 

Jackson C. Strawn, Lyford, Texas; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1900; member of the 
rea Medical Association of Texas; aged 66; died in Sep- 
ember. 


A. B. Smith, Snowville, Va. (licensed in Virginia in 1883) ; 


member of the Medical Society of Virginia; for many years 

a — of the county school board; aged 83; died, Septem- 
r 17, 

* Joseph Nathaniel Hunter, Rayland, Ohio; Medical 


Department of the University of Cincinnati, 1910; mayor of 
a aa aged 58; died, September 26, of carcinoma of the 
iver. 

George Robert Lloyd Ireland, Bengough, Sask., Canada; 
Manitoba Medical College, Winnipeg, 1909; for many years 
chairman of the school board; aged 52; died, August 28. 


William Horatio Browne, Romeo, Mich.; Detroit Homeo- 
pathic College, 1910; served during the World War; on the 
staff of the Romeo Hospital; aged 68; died, October 6. 

Albert Berchmans Pavy, Opelousas, La.; University of 
Pennsylvania School of Medicine, Philadelphia, 1916; served 
during the World War; aged 52; died, September 21. 

Joseph Earl Peden, Fredericksburg, Texas; Kentucky 
University Medical Department, Louisville, 1903; county health 
officer ; aged 62; died, September 26, of heart disease. 

George McKenzie Hall, Buffalo; University of Buffalo 
School of Medicine, 1901; served during the World War; aged 
68; died, October 2, of coronary thrombosis. 

William Sylvanus Hincks, Great Neck, N. Y.; New York 
Homeopathic Medical College, New York, 1884; aged 79; 
died, September 29, of gastric hemorrhage. 

George H. Jones, Crescent, S. C.; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1895; for many years 
postmaster; aged 72; died, September 27. 

John Frank Atha, Austin, Texas; Lincoln (Neb.) Medical 
College of Cotner University, 1907; aged 70; died, Septem- 

r 23, of vasomotor collapse. 

Alfred Albert Lewin, Chicago; Chicago College of Medi- 
cine and Surgery, 1917; aged 67; died, October 8, of arterio- 
sclerosis and heart disease. 

Charles Giffin Pease, New York; New York Homeopathic 
Medical College and Hospital, New Yorke 1891; also a dentist; 
aged 87; died, October 7 . 

Lamont H. Fisher, Brooklyn; University and Bellevue 
Hospital Medical College, New York, 1912; aged 64; died, 
October 10. 

William James Fredericks, Bradford, Pa.; Jefferson 
hag College of Philadelphia, 1889; aged 76; died, Septem- 

r 24. 

Frank Taylor Calef, North Providence, R. I.; Boston 
= School of Medicine, 1900; aged 65; died in Sep- 
tember. 

Dorman J. Clarke, Toledo, Ohio; Toledo Medical College, 
1897 ; aged 72; died, September 29, of coronary occlusion. 

Anna Mary Dorr Bryant, Littleton, Colo.; Tufts College 
Medical School, Boston, 1895; aged 84; died, August 16. 

J. Eugenie Kerr, Shelby, Ohio (licensed in Ohio in 1896); 
aged 80; died, September 22, of cerebral hemorrhage. 

Alexander Ross, Westville, N. S., Canada; Halifax (N. S.) 
Medical College, 1896; aged 80; died, August 27. 
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STIPULATIONS 


Agreements Between Federal Trade Commission 
and Promoters of Various Products 


The following items are abstracts of stipulations in which. 


promoters of “patent medicines,” cosmetics or medical devices 
have agreed with the Federal Trade Commission to discontinue 
certain misrepresentations in their advertising. These stipula- 
tions differ from the “Cease and Desist Orders” of the Com- 
mission in that such orders definitely direct the discontinuance 
of misrepresentations. The abstracts that follow are presented 
primarily to illustrate the effects of the provisions of the 
Wheeler-Lea Amendment to the Federal Trade Commission 
Act on the promotion of such products.. 


Camp “reducing girdle.”—This device was put out by an Abram R. 


Canter, trading as Surgical Appliance Company, Pittsburgh. According. 


to a bulletin of the Federal Trade Commission, November 1940, Canter 
promised the Commission that he would drop from his advertising the. 
words “Give Health” or any other similar implication which might give 
the impression that the wearing of this or other garments he put out 
would give or restore health where there is an unhealthful or diseased 
condition; and°’also to discontinue such statements as “You “Don’t Have 
To Be Fat” and “Reduce Your Waste And Hips With This Marvelous 
New Reducing Girdle” or the word “Reducing” in any way as descriptive 
of any of the garments so as to imply that they will reduce or eliminate 
fat, or cause “the removal of local tissue from the waist or hips. Canter 
also promised to cease representing by the use of the word ‘“‘Special’’ that 
any of these garments was offered at a special price when such was not 
the case. 


Casa Anna Cosmetics.—These were put out by a Gaetano Andronaco 
and Anna Andronaco of New York, who traded under the name Casa 
Anna. In November 1940 the Federal Trade Commission announced that 
these individuals had stipulated that in the advertising and sale of their 
cosmetic preparations (the names of which were not mentioned in the 
abstract) they would cease representing that the use of these products will 
nourish, protect or impart tone or tonicity to the skin or prevent, smooth 
or take away lines or wrinkles in the skin. 


Cook’s C. C. C.—A. C. and W. F. Stonestreet, trading as Sampson 
Medicine Company, Winston-Salem, N. C., promised the Federal Trade 
Commission in January 1940 to cease representing that this product, or 
any other preparation containing substantially the same ingredients, is 
of remedial value in cases of kidney trouble, diarrhea, tlux, ague, female 
weakness or cuts and burns or in any condition in which the skin is 
lacerated, or that it is a remedy for any condition unless expressly limited 
to temporary symptomatic relief and then only when the symptoms may 
be relieved by use of a counterirritant for external conditions or a 
carminative for internal conditions. 


Danzola.—In November 1940 the Federal Trade Commision announced 
that it had got the Hinton Pharmaceutical Company, London, Ky., to dis- 
continue certain misrepresentations in the sale of this hair preparation. 
Among these were that Danzola or any similar product is a competent 
treatment or effective remedy for dandruff or will do more than tempo- 
rarily remove loose dandruff scales; that it is a fine tonic for dandruff 
or other scalp ailment or will instantly relieve itching scalp, or has any 
remedial or tonic effect in scalp conditions or that its effects are guar- 
anteed. 


Frank & Seder Girdles.—In November 1940 Frank and Seder of Phila- 
delphia, Inc. stipulated with the Federal Trade Commission that in the 
sale of their girdles they would cease using the word “reducing” or other 
words of similar meaning, so as to give the impression that the wearing 
of such garments would cause a reduction in weight. 


Hain Col-Lax and Hain Colon Food.—Harold Hain, trading as the Hain 
Pure Food Company, Los Angeles, signed a stipulation with the Federal 
Trade Commission in January 1940, regarding these products, promising to 
discontinue certain misrepresentations. mong these were that the Hain 
Col-Lax is a laxative food or a natural laxative or that it will effect a 
change in intestinal flora or is efficacious or harmless in all cases of intes- 
tinal disorders; that Hain Col-Lax will do more than relieve constipation, 
or that the use of Hain Colon Food will completely eliminate putrefaction 
or clear the blood stream of toxic wastes and regulate the entire system. 
In November 1938, Hain was prosecuted and fined for violating the 
Pure Food and Drugs Act in fraudulently labeling another product, “Hain 
Vegetable Accessory Reducing is case was briefly reported in 
Tue Journat April 1, 1939, page 1279, 


Hot Drops.—This is put out by a William Orland, trading as Hot Drops 
Company, Philadelphia. In April 1940 Orland promised the Federal 
Trade Commission that he would cease advertising that the product is a 
competent remedy or effective treatment for coughs or sore throat, that 
it has any therapeutic value in treating such ailments in excess of 
providing a temporary palliative relief for some of the symptoms com- 
monly encountered in colds and that it gives lasting relief. 


lod-Ise.—The Iod-Ise Manufacturing Company, Inc., of Clifton, N. J., 
promised the Federal Trade Commission in February ‘1940 that it would 
cease representing that ‘“‘Iod-Ise” is an “iodine” corn remover or an 
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“iodine” discovery or preparation; that the product “ends” or “stops” 
soreness or pain, will afford permanent relief, will rid one of corns or 
prevent their return, or that the product heals tissue. The concern also 
agreed to cease representing that the actual removal of corns is due in 
any way to the iodine content of this product. 


Lane Bryant, Inc., and Newman Cloak & Suit Company.—These appear 
to be two names for one New York concern which puts out “reducing” 
garments. In November 1940 the Lane Bryant- Newman people signed a 
stipulation with the Federal Trade Commission agreeing to eliminate from 
their advertising the words “reduce” or “reducing” or similar a 
as descriptive of garments or of the fabric of which they are made, to 
imply that the use of them will reduce fat. 


Lit’s “reducing garments.”—These consisted of girdles and corsets put 
out by Lit Bros.. of Philadelphia, who in November 1940 promised the 
Federal Trade Commission that in the advertising and sale of these gar- 
ments they would eliminate the word “Reducing” or any similar expres- 
peng implying that the wearing of such articles would effectively remove 

t 


Medrex Ointment and Soap.—A Martin A. Levitt puts out these prod- 
ucts in the name of the William A. Reed Company, Philadelphia. In 
January 1940 the Federal Trade Commission announced that Levitt had 
stipulated that he would cease advertising that ““Medrex Ointment,’ when 
used alone or in combination with ‘‘“Medrex Soap,” is an effective remedy 
for pimples in any manner other t as a relief for itching and, to a 
limited extent, as a skin antiseptic, fungicide and desiccant; that either 
product or both heal or clear the skin; that either or both constitute 
an effective remedy for blackheads, open pores, eczema or other skin con- 
ditions, and that Medrex Ointment penetrates below the surface of the 
skin or acts safely or without irritation. 


Mme. Rubinoff's Cosmetics.—The Rubinoff Cosmetic Company, Inc., 
Cleveland, put out a number of these, including “Neck Cream,” “Wrinkle 
Remover,” “Acne Cream” and “Russian Herb Pack.’”’ In November 1940 
the Rubinoff people promised the Federal Trade Commission that they 
would cease representing any cosmetic preparation as a “‘tissue cream,” 
a “tissue builder,” a “food for the skin,” a “rejuvenating cream” or a 
“nourishing cream or oil,” or otherwise representing that any of its 
preparations externally applied affects the texture or cell structure of 
the skin, or imparts renewed vitality, or provides sustenance therefor; 
that it would stop using the term “Vitamin F’’ in connection with the 
name of any cosmetic product or as descriptive of linoleic or linolenic 
acid and cease representing that an external application of chemicals or 
ingredients will restore a healthy and youthful skin. 


Moon Rose Complexion Soap.—This was distributed by a Paul M. 
Cooter, trading as Cooter Brokerage Company, Chicago. In February 
1941 the Federal Trade Commission reported that he had agreed to cease 
advertising that the soap reconditions or fortifies the skin, replaces the 
oils of the skin or stimulates its oil glands and causes the skin to breathe; 
that it penetrates the pores or has any effect on the skin other than to 
cleanse the surface, and that the use of it prevents blemishes, enhances 
beauty or causes one to look young. 


Munter’s Nulife.—Under this name the Nulife Garments Corporation of 
New York sold a “health” belt and a shoulder brace. In November 1940 
the Nulife concern promised the Federal Trade Commission that in its 
advertising of these devices it would discontinue certain misrepresenta- 
tions, such as that they would correct congenital or acquired postural 
deformities, improve physical activity, increase vitality or store up physical 
energy throughout the entire body; straighten round shoulders instantly 
and permanently or so improve the wearer’s posture in all cases as to 
make him “look and feel like a West Pointer.” 


Nova.—A stipulation was signed in February 1941 by George A. Spring- 
stead, trading as Seneca Specialties, Geneva, N. Y., in which he promised 
the Federal Trade Commission that he would cease advertising that ““Nova” 
will banish gray hair or impart the original color or exact shade desired 
and to discontinue the representation that the product will have more than 
a slight coloring action on the hair, that its use cannot be detected, or that 
it is blended or balanced according to a French formula. 


Patten’s Concentrates.—These are put out by Patten Concentrates, Inc., 
of Burbank, Calif., and are said to consist of dehydrated vegetable 
products some of which are fortified with vitamins and others with drug 
laxatives, In February 1941 the concern stipulated with the Federal 
Trade Commission that it would discontinue certain misrepresentations 
in the advertising of its products. Among these were that it manufac- 
tures or produces these or that they are chemically or biologically 
assayed at frequent intervals; that they are “‘correctives” or have any 
special health-giving or remedial value; that ‘‘Patten’s Tablets Enriched 
with Vtiamins A-B-D-G” will maintain a person’s physical fiitness; that 
“Parsley-Garlic Tablets’ are an effective remedy for high blood pressure 
or hardening of the arteries or that “‘Ultra-Eleven Vegetable Tablets” 
are an effective treatment for anemia, loss of weight, arthritis and mal- 
nutrition. The Patten concern further promised to cease representing 
that ‘“‘Patten’s Kelp Tablets” are harmless in all cases and to run no 
advertisements that fail to reveal that these tablets should not be used 
by persons with lung diseases, chronic cough, goiter or thyroid diseases, 
except on the advice of a physician, or any advertisements which fail to 
reveal that if a cutaneous rash appears the use of the preparation should 
be discontinued. 


Psori-Oil.—This is put out from Huntington, W. Va., by a Dr. D. R. 
Parsons, a dentist. Just why a dentist should presume to represent that 
he has a cure for psoriasis is not clear. The Federal Trade Commission 
objected to the misrepresentations in the advertising and announced in 
November 1940 that it had got Dr. Parsons to discontinue these. Among 
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them were that Psori-Oil or any substantially similar mixture will ‘“‘cure’”’ 
or “rid” one of psoriasis, scaly skin diseases or any other skin or scalp 
affliction; or that it has been recommended or endorsed by ‘‘many physi- 
cians.” Dr. Parsons also agreed to discontinue use of the trade name 
“Dr. D. R. Parsons” or any other representations which would imply 
that he is a physician or a doctor of medicine or is engaged in the prac- 
tice of medicine; or to use the terms ‘‘Doctor” or “Dr.” in his adver- 
tising without making it clear that he is a doctor of dentistry and not 
of medicine. 


Quinlax Cold Tablets.—The Vadsco Sales Corporation, New York, 
signed a stipulation with the Federal Trade Commission in January 1940 
in which it agreed to discontinue the misrepresentation that these tablets 
are a competent or effective treatment to stimulate circulation or to 
eliminate acids through the pores, and that the preparation treats seven 
symptoms or phases of a cold, is a complete treatment or effective remedy 
for colds, a new preparation and a new method for treating colds or their 
symptoms, especially suitable for children. 


Rahnous Products.—These are put out by one E. W. Rahn, Cleveland, 
who in February 1941 promised the Federal Trade Commission to cease 
representing that “Rahnous Capsules,’”’ “‘Rahnous Nasal Drops No, 1” 
and “Rahnous Nasal Drops No. 2,” alone or in combination, comprise 
a competent treatment for colds, hay fever, rose fever, asthma or catarrh, 
in excess of affording temporary relief from symptoms and discomforts 
associated with these conditions; that any of the products is a speci 
and that Rahnous Capsules is of aid in building body resistance or that 
it regulates the body. A similar stipulation was signed in March 1941 
by William Ganson Rose, Inc., a Cleveland agency which handles the 
Rahnous advertising. 


Sal-Fayne.—This was advertised to banish headaches, distress after over- 
indulgence, periodic or muscular pains; as an effective remedy for post- 
operative pains and as capable of stopping or preventing colds or the 
development of influenza, relieving mental or physical dulness and effec- 
tively treating the nerves. In February 1941 the Sal-Fayne Corporation, 
Dayton, Ohio, promised the Federal Trade Commission that it would 
withdraw these claims and would in the future publish no advertisements 
which fail to reveal that the frequent or continued use of its product may 
be dangerous, causing serious blood disturbances, and that no more than 
the dosage recommended should be taken. 


Stuart’s Laxative Compound Tablets.—A stipulation was filed with the 
Federal Trade Commission in March 1941 by F. A. Stuart Company, 
Marshall, Mich., in which it agreed to cease representing that the product 
is invariably safe to use. It was also promised that no advertisements 
would be issued which fail to reveal that the use of the preparation should 
be discontinued if a skin rash appears; that it should not be used when 
abdominal pain, nausea, vomiting or other symptoms of appendicitis are 
present, and that frequent or continued use may result in dependence on 
laxatives. This stipulation was supplemental to one accepted by the Com- 
mission from the Stuart concern in December 1936. In May 1941 Benson 
& Dall, Inc., Chicago, which handles the Stuart advertising, signed a 
similar stipulation. 


Thoxine.—This is put out by The Reese Chemical Company, Cleveland, 
which in March 1941 stipulated with the Federal Trade Commission that 
it would discontinue the following misrepresentations in its advertising: 
That the product is a remedy or cure for sore throat or has any value in 
that condition beyond affording temporary relief for certain aches and dis- 
comforts that accompany colds; that “Thoxine” soothes congested mem- 
branes all the way down or works quickly through the entire system, 
and that it is the ideal preparation for children. This stipulation was 
supplemental to one accepted by the Commission in May 1936 in which 
The Reese Chemical Company agreed to cease making other misrepresenta- 
tions about Thoxine. 


Vac-U-Massage Cup.—This device, put out by H. S. Bird, trading as 
Anthony Brice, is also known as “Vacu-Bell No. 1” and “Vac-Bell No. 
2.” In August 1940 Bird signed a stipulation with the Federal Trade 
Commission agreeing to cease representing that the thing enables one to 
massage all parts of the scalp; is a competent remedy or effective treat- 
ment for baldness or falling hair; has any therapeutic value in excess of 
a massage medium resulting in increased cutaneous circulation; or aids 
in the removal of surplus fat from the body. 


Vesta “reducing garments.”—-These were promoted by a Frederick A, 
Purchas and a Carl D. Hammond, trading as Vesta Corset Company, 
McGraw, N. Y. In November 1940 the Federal Trade Commission 
reported that these individuals had agreed that in the sale of their girdles, 
combinations and corsets they would cease using the word “reducing” or 
other words of similar meaning which would imply that the wearing of 
such garments would cause a reduction of local or body tissue or effec- 
tively remove fat. 


Vitey Perles—H. Pierce Weller, trading as Weller Company, Atasca- 
dero, Calif., signed a stipulation in March 1941 with the Federal Trade 
Commission in which he promised to cease representing that his product 
stimulates sexual desire or ability, increases energy or has any effect 
whatever, without expressly limiting such claims to cases in which there 
is a lack of vitamin E. 


Zymol Trokeys.—The Consolidated Royal Chemical Corporation and 
Benson and Dall, Inc., both of Chicago, the latter an advertising agency, 
entered into stipulations with the Federal Trade Commission in March 
1941 in which they agreed to discontinue misrepresentations in promoting 
this medicated lozenge. Each agreed to cease advertising that the product 
will go twice as far as cough syrup at half the cost, that it constitutes 
a new way to relief and that the syrupy solution obtained by melting the 
product in water will be beneficial to children suffering from croup. 


CORRESPONDENCE 


Jour. A. M. A. 
Nov. 15, 1941 
Correspondence 
DURAN-REYNALS “SPREADING FACTOR” 


To the Editor:—The editorial on Duran-Reynals “spreading 
factor” (THE JouRNAL, September 27, p. 1099) might be mis- 
leading in regard to the history of this subject. 

The mucopolysaccharide of vitreous humor was isolated and 
characterized by Meyer and Palmer in 1936 (J. Biol. Chem. 
114:689 [July] 1936) and called hyaluronic acid. The muco- 
polysaccharide of synovial fluid likewise was isolated and char- 
acterized as hyaluronic acid in my laboratory (Science 88:129 
[Aug. 5] 1938; J. Biol. Chem, 128:319 [April] 1939). 

Enzymes of bacterial and animal origin, which hydrolyzed 
specifically hyaluronic acid and depolymerized viscous fluids 
containing hyaluronic acid as their viscous components, were 
also first demonstrated by us before the correlation between 
“spreading factor” and hyaluronidase was recognized by Chain 
and Duthie in their remarkable paper (Proc. Soc. Exper. Biol. 
& Med. 34:816 [June] 1936; J. Biol. Chem. 118:71 [March] 
1937; J. Exper. Med. 71:137 [Feb.] 1940). 

Furthermore, as far as I am aware, proof of the existence of 
hyaluronic acid in the skin was furnished only by Meyer and 
Chaffee by the isolation of hyaluronic acid from skin (J. Biol, 
Chem, 138:491 [April] 1941). A viscous “mucoid” in skin 
similar to that obtained by the English authors had been 
described as early as 1909. 


Kart Meyer, M.D., Pu.D., 
Columbia University Department 
of Ophthalmology Research, 
New York. 


CAROTID SINUS SYNCOPE 

To the Editor:—Your editorial (THe Journat, October 4, 
p. 1185) on carotid sinus syncope was timely. The syndrome 
is not at all rare and can be diagnosed by any physician 
interested in looking for it. 

I have seen several active cases in the past year. An electro- 
cardiogram taken on 1 of these patients while pressure was 
made on the right carotid sinus shows complete cardiac asystole 
of over seven seconds, then a ventricular escape; another period 
of asystole of about three seconds and a ventricular escape; then 
a period of asystole of three seconds and complete systole which 
is preceded by syncope and convulsive seizure. 

If one has the assistant mark the electrocardiogram as soon 
as pressure is made, one notes that the response is immediate, 
usually less than two tenths of a second. I have fortunately 
not had any serious effects as a result of pressure on the sensi- 
tive carotid sinus, but my last patient did vomit all day as a 
result of the pressure and did not feel like himself till the 
next day. 

I have long felt that some of these sudden so-called anes- 
thesia deaths on the operating table, which in the past have not 
been attributable to any definite cause, may be due to the 
anesthetist’s making pressure unknowingly on the sensitive 
carotid sinus of these persons. I visualize a real calamity if, 
unknowingly, pressure is made simultaneously on the two carotid 
sinuses of a sensitive person. The retraction of the head alone 
may in some cases stimulate the sensitive carotid sinus. May 
it not also be that the anesthesia plus the sensitive carotid sinus 
would cause disastrous results? 

Most of us at one time or another have seen the terrible 
calamity of a patient on the operating table, just as he takes 
a few whiffs of the anesthetic, die suddenly. Was it anesthesia 
or was it a long asystole or a severe drop in blood pressure 
due to a sensitive carotid sinus that caused the sudden death? 


L. H. Lanpay, M.D., Pittsburgh. 
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EXAMINATION 


Medical Examinations and Licensure 


COMING -EXAMINATIONS AND MEETINGS 


ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE 


Cuicaco, Feb, 16-17, 1942. Council on Medical Education and_Hospi- 
tals, Sec., Dr. William D. Cutter, 535 North Dearborn Street, Chicago. 


MEDICAL CORPS, UNITED STATES NAVY 


Examination. Assistant Surgeon with the permanent rank of Lieutenant 
(junior grade) and Acting Assistant Surgeon with the probationary rank 
of Lieutenant (junior grade), Jan. 5-9. Examination will be held at the 
Naval Hospitals at Chelsea, Mass., Newport, R. I., Brooklyn, Philadelphia, 
Norfolk, Va., Charleston, S. C., Pensacola, Fla., Corpus Christi, Tex., 
San Diego and Mare Island, Calif., Puget Sound, Wash., Great Lakes, 
Ill., Pearl Harbor, ‘T. H., and Naval Medical Center, Washington, D. C, 
Apply Bureau of Medicine and Surgery, Navy Department, Washington, 
D. C. 


BOARDS OF MEDICAL EXAMINERS 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES : 
Examinations of boards of medical examiners and boards of examiners 
in the basic sciences were published in Tuk JourNaL, November 8, page 

1644 

NATIONAL BOARD OF MEDICAL EXAMINERS : 
NatIonaAL Boarp OF MeEpICcAL EXAMINERS: Parts I and II. Various 
centers, Feb. 9-11. art : oston, November. Exec. Sec., Mr. 
Everett S. Elwood, 225 S. 15th St., Philadelphia. 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp oF ANESTHESIOLOGY: Written. Part I. Various 
centers, March 31. Final date for filing application is Dec. 31. Sec., Dr. 
Paul M. Wood, 745 Fifth Ave., New York City. ays 

American Boarp oF INTERNAL MepictnE: Oral. April in advance 
of the meeting of the American College of Physicians and June, in 
advance of the meeting of the American Medical Association, Applications 
should be on file 6 weeks in advance of the date of oral examination. 
Sec., Dr. William S. Middleton, 1301 University Ave., Madison, Wis. 

AmericaN Boarp oF Neuro Surcery: New York, June. 
Sec., Dr. R. Glen Spurling, 404 Brown Bldg., Louisville. 

American Boarp oF Opstetrics AND GynEcoLocy: Written. Part I. 
Group B. Various centers, Jan. 3. Oral. Part II. Groups A and B 
Atlantic City, May or June. Final date for filing application is March 1. 
Sec., Dr. Paul Titus, 1015 Highland Bldg., Pittsburgh. 

AMERICAN Boarp OF OpnHTHALMOLOGY: JW ritten. March 7. Final 
date for filing application is Dec. 1. Sec., Dr. John Green, 6830 Water- 
man Ave., St. Louis. eee 

AMERICAN Boarp oF OrtHopaepic Surcery: Atlantic City, Jan. 9-10. 
Sec. Dr. Guy A. Caldwell, 3503 Prytania St., New Orleans. 

AmertcaN Boarp OF OroLaryNGoLoGy: Oral and Written. All 
Groups. Philadelphia, June, preceding the meeting of the American 
Medical Association. Final date for filing application is March 1. Sec., 
Dr. W. P. Wherry, 1500 Medical Arts Bldg., Omaha, Neb. 

AMERICAN Boarp oF Patuotocy: St. Louis, March 30-31. Final date 
for filing application is Jan. 30. Sec., Dr. F. W. Hartman, Henry Ford 
Hospital, Detroit. 

American Boarp oF Pepratrics: Oral. Philadelphia, March 30-31, 
preceding the Region I meeting of the American Academy of Pediatrics. 
Los Angeles, April 22, preceding the Region IV meeting of the American 
Academy .of Pediatrics. Cleveland, May 13, preceding the Region III 
meeting of the American Academy of Pediatrics. Written, Locally, 
February 14. Sec., Dr. C. A. Aldrich, 707 Fullerton Ave., Chicago. 

American Boarp oF RapioLocy: Oral. All Groups. Atlantic City, 
June 4, Final date for filing application is April 1. Sec., Dr. Byrl R. 
Kirklin, 102-110 Second Ave., S. W., Rochester, Minn. 

AmeriIcaN Boarp oF UroLocy: Written. Various centers, December. 
Sec., Dr. Gilbert J. Thomas, 1009 Nicollet Ave., Minneapolis. 


Delaware July Report 

The Delaware State Board of Medical Examiners and 
Homeopathic Board of Examiners reports the written exami- 
nation for medical licensure held at Dover, July 8-10, 1941. 
The examination covered 10 subjects and included 100 questions. 
An average of 75 per cent in each subject was required to pass. 
Eighteen candidates were examined, all of whom passed. One 
physician was licensed to practice medicine by reciprocity. The 
following schools were represented : 


Year Number 

School Grad. Passed 
University of Maryland School of Medicine and College 

of Physicians and Surgeons................ (1938), (1940) 2 
Wayne University College of Medicine............... (1940) 1 
Cornell University Medical College................... (1938) 1 
Hahnemann Medical College and Hospital of Phila- 

Jefferson Medical College of Philadelphia....(1932), (1937), 

Temple University School of Medicine.............. (1940, 2) 2 
University of Pennsylvania School of Medicine........(1940) 1 
University of Virginia Department of Medicine........ (1940) 1 

School LICENSED BY RECIPROCITY 
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North Dakota July Report 

The North Dakota State Board of Medical Examiners reports 
the written examination for medical licensure held at Grand 
Forks, July 1-3, 1941. Nine candidates were examined, all of 
whom passed. Two physicians were licensed to practice medi- 
cine by regiprocity and 1 physician so licensed on endorsement 
of credentials of the National Board of Medical Examiners. 
The following schools were represented : 


University of Arkansas School of Medicine........... (1940) 1 
College of Medical Evangelists............ecececeeeee 94 1 
Northwestern University Medical School....... (1940), (1941) 2 
The School of Medicine of the Division of the Biological 

University of Michigan Medical School................ 939 1 
University of Minnesota Medical School..... (1939), (1941, 2) 3 

School LICENSED BY RECIPROCITY 
The School of Medicine of the Division of the Bio- 

University of Michigan Medical School.............. (1937) Michigan 

School LICENSED BY ENDORSEMENT aut 


Arizona July Report 

The Arizona State Board of Medical Examiners reports the 
written examination for medical licensure held at Phoenix, 
July 2-3, 1941. The examination covered 10 subjects and 
included 100 questions. An average of 75 per cent was required 
to pass. Seven candidates were examined, all of whom passed. 
Four physicians were licensed to practice medicine by reci- 
procity and 1 physician so licensed on endorsement of creden- 


tials of the National Board of Medical Examiners. The 
following schools were represented: 
Year 

School Grad 
State University of Lowa College of Medicine................... (1940) 
Tulane University of Louisiana School of Medicine.............. (1940) 
St. Louis University School of Medicine.............ccccceccee (1939) 
University of Wisconsin Medical School...............cceeeeces (1940) 
McGill University Faculty of Medicine........ (1940) 

School LICENSED BY RECIPROCITY 
University of Arkansas School of Medicine.......... (1931) Arkansas 
University of Illinois College of Medicine............ (1934) Missouri 
Eclectic Medical College, Cincinnati................. (1926) Ohio 
Licentiate of the Royal College of Physicians, of the 

Royal College of Surgeons of Edinburgh and of the 

Royal Faculty of Physicians and Surgs. of Glasgow. . (1937) New York 

School LICENSED BY ENDORSEMENT at 
University of Rochester School of Medicine and Dentistry........ (1931) 


Arkansas June Report 
The Arkansas State Board of Medical Examiners reports 
the written examination for medical licensure held at Little 
Rock, June 5-6, 1941. The examination covered 12 subjects. 
An average of 70 per cent was required to pass. Sixty candi- 
dates were examined, all of whom passed. The following 
schools were represented: 


Year Number 
School Grad. Passed 
University of Arkansas School of Medicine............ (1941) 60 


Ten physicians were licensed to practice medicine by reci- 
procity and 1 physician so licensed on endorsement of credentials 
of the National Board of Medical Examiners from January 1 
through July 7. The following schools were represented: 


Year 
t 


School LICENSED BY RECIPROCITY Gra ah 
University of Alabama School of Medicine..........(1916) Alabama 
Tufts College Medical School...........cccssceeeees (1938) Maine 
University of Minnesota Medical School............. (1940) Minnesota 
University of Nebraska College of Medicine.......... (1924) Nebraska 
University of Oklahoma School of Medicine.......... (1939) Oklahoma 
Meharry Medical College........ (1939) Tennessee 
University of Tennessee College of Medicine..........(1914) Oklahoma, 
(1938), (1939) Tennessee 
Medical College of Virginia ............... (1920) N, Carolina 
School LICENSED BY ENDORSEMENT Da 


Yale University School of Medicine..............c0ccccceeevees (1937) 


= 
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Iowa Reciprocity Report 
The Iowa State Board of Medical Examiners reports 21 
physicians licensed to practice medicine by reciprocity and 2 
' physicians so licensed on endorsement of credentials of the 
National Board of Medical Examiners from April 4 through 
August 25. The following schools were represented: 


School LICENSED BY RECIPROCITY Gra oe 
Northwestern University Medical School............. (19 Minnesota 
University of Kansas School of Medicine............ 940) Kansas 

ulane University of Louisiana School of Medicine....(1935) Louisiana 
University of Michigan Medical School............... 939) Michigan 
University of Minnesota Medical School............. teat Minnesota 
Washington University School of Medicine........... 31) Missouri 
Cc ‘reighton University School of Medicine...... (1935), 11996) Nebraska 
University of Nebraska College of Medicine. (1924), pn 2) Nebraska 
Western Reserve University School of Medicine...... (1933) Ohio 
University of Pennsylvania School of Medicine....... (1937) Penna. 
University of Wisconsin Medical School............. (1937) Wisconsin 
Medizinische Fakultat der Universitat Wien......... (1918) Wisconsin, 

(1929) New York, (1930) California 
Regia Universita <n Studi di Bologna. Facolta di 

Universitat Basel Medizinische Pe rere (1934) New Jersey 

School LICENSED BY ENDORSEMENT Son 
State University of Towa College of Medicine..............ee08- (1940) 
University of Vermont Coilege of (1935) 


Missouri Reciprocity Report 
The State Board of Health of Missouri reports 9 physicians 
licensed to practice medicine by reciprocity and 1 physician so 
licensed on endorsement of credentials of the National Board 
of Medical Examiners on August 15. The following schools 
were represented : 


School LICENSED BY RECIPROCITY 
University of Arkansas School of Medicine........... co) Arkansas 
State University of Iowa College of Medicine........ (1939) Iowa 
University of Kansas School of Medicine..... (1939), pened Kansas 
University of Louisville School of Medicine........... (1940) Kentucky 
Columbia University College of Physicians and Sur- 

University of Rochester School of Medicine and Den- 

Meharry Medical College. (1939) Tennessee 
University of Tennessee College of Medicine.......... (1937) Tennessee 

School LICENSED BY ENDORSEMENT 
Washington University School of Medicine..........+..eeeeeeees (1937) 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Workmen’s Compensation Acts: Death from Coronary 
Thrombosis Allegedly Caused by Embolism Resulting 
from Laceration of Hand.—In the course of his employment 
on July 16, 1937, Swalm slipped and fell on two bottles of 
milk, “causing laceration of left hand, ring finger, and slight 
laceration of left thumb.” He was disabled for about forty 
days and then returned to work apparently normal except that 
the lacerations left “a scar on his left hand diagonally, right 
to left, between the base of the left ring finger toward the 
thumb about 1 inch to 1% inches long.” The scar was tender 
and became swollen. The workman complained of pain around 
the scar and was unable to flex his left ring finger. Neverthe- 
less, he worked regularly after his return to work until the 
day before his death, “which occurred quite suddenly on Jan. 12, 
1938, from a coronary thrombosis.” His widow instituted pro- 
ceedings for compensation under“the Workmen’s Compensation 
Act of Pennsylvania, claiming a causal relation between the 
industrial accident and the death on the theory that “an embolus, 
originating in the injured hand had passed through 
the venous system into the right side of his heart and thence 
through the lungs into the left side and through the aorta into 
a coronary artery where a fatal coronary thrombosis occurred.” 
The referee before whom the hearing on the widow’s claim was 


SOCIETY PROCEEDINGS 
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held denied compensation, but the workmen’s compensation 
board, on appeal, found a causal relation between the death and 
the industrial accident and awarded compensation. The court 
of common pleas, Schuylkill County, however, reversed the 
board’s decision and the widow appealed to the superior court 
of Pennsylvania. 

The question before the superior court was whether or not 
competent and substantial medical testimony had been adduced 
at the hearing to support the finding by the workmen’s com- 
pensation board that there was a causal connection between the 
industrial accident and the death. In support of her contention, 
the. widow produced two physician witnesses. One witness, 
Dr. McGurl, who had given the decedent “temporary treat- 
ment” following the industrial accident, testified that in his 
opinion the death had resulted from coronary occlusion, but as 
to the source of the substance which caused the artery to occlude 
he testified merely that it was possible that it came from the 
injured hand. In the opinion of the court the testimony of this 
witness was clearly insufficient to support an award. The other 
physician called by the claimant, Dr. Biddle, had been the 
decedent's family physician for years and had been consulted 
by the workman several weeks prior to his death relative to 
the condition of his hand at the site of the accidental injury. 
As to the cause of death, this physician stated: 

I find there was nothing he complained of, he complained of nothing 
excepting this left hand, no shortness of breath that I found out from 


any of his relatives, so that the only conclusion I could come to it must 
have been an embolism. 


The physician further stated that the embolism, which was the 
cause of the death, came from the injured hand. As the basis 
for this conclusion the physician restated that, since the work- 
man complained of nothing except the wound which followed 
the industrial accident, “therefore, the wound was sufficient 
enough to cause the formation of a thrombus and this thrombus 
could get loose in time.” In the opinion of the court, the testi- 
mony of this physician amounted to a positive statement that 
in his professional opinion the death resulted from an embolus 
which in turn was caused by the industrial accident. Three 
physicians were called by the employer, all of whom were of 
the opinion that it would be impossible for an embolus to be 
formed in the veins in the palm of the workman’s hand and pass 
through his lungs into a coronary artery. However, the court 
believed that the credibility of medical witnesses and the weight 
to be attached to the testimony of each of them were matters 
exclusively for the determination of the workmen's compensa- 
tion board and that where any conflicts appeared in their 
theories or opinions it was for the board to decide which con- 
clusion it would adopt. The court therefore considered itself 
bound by the finding of the board adopting the theory and con- 
clusions of Dr. Biddle, which in the opinion of the court were 
sufficient in quality to sustain the award made by the board. 

Accordingly, the award of compensation to the widow was 
affrmed—Swalm v. J. H. Brokhoff, Inc., 20 A. 2d. 797 (Pa., 
1941). 


Society Proceedings 


COMING MEETINGS 


National Society for the Prevention of Blindness, New York, Dec. 4-6. 
rs. Eleanor Brown Merrill, 1790 Broadway, New York, Executive 

Director. 

Puerto Rico, Medical Association of, Santurce, Dec. 11-14. Dr. David E. 
Garcia, P. O. Box 3866, Santurce, Secretary. 

Radiological Society of North America, San Francisco, 7 1-5, Dr. 
Donald S. Childs, 607 Medical Arts Bldg., Syracuse, N. Y., Secretary. 

Society for the Study of Asthma and Allied Conditions, ‘New York, 
Dec. 6. Dr. W. C. Spain, 116 East 53d St., New York, Secretary. 

Society of American Bacteriologists, Baltimore, Dec. 29-31. Dr. I. L. 
Baldwin, Agricultural Hall, University of Wisconsin, Madison, Wis., 
Secretary. 

Southern Surgical Association, age 8 N. C., Dec. 9-11. Dr. E. Alten 
Ochsner, 1430 Tulane Ave., New Orleans, Secretar 

Southwestern Medical Association, El Paso, Texas, Nov. 20-22. Dr. 
Louis W. Breck, 116 Mills St., El Paso, Secretary. 

Western Surgical Association, St. Paul, Dec. 5-6. Dr. Arthur R, Metz, 
2449 Washington Blvd., Chicago, Secretary. 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1931 to date. Requests for issues of 
earlier date cannot be filled. Requestg should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but can be supplied on purchase 
order. Reprints as a rule are the property of authors and can 
obtained for permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Medical Sciences, Philadelphia 
202:313-468 (Sept.) 1941 


Unusual Symptomatology with Tumors of Cerebellum Based on 158 
Verified Cases. F. C. Grant, J. E. Webster and L. M. Weinberger, 
Philadelphia.—p. 313. 

Cerebrospinal Fluid Protein Values Determined bog Tyrosine Equivalent 
Method. T. U. Marron, Des Moines, lowa.— 

Cretin’s Response to Typhoid Inoculation. Nell, Hirschberg and I. P. 
Bronstein, Chicago.—p. 333. 

Modification of Resistance to Anoxia, with Special Reference to High 
Altitude Flying. A. L. Barach, M. Eckman and N. Molomut, New 
York.—p. 336. 

Sternal Marrow Changes During First Week of Life: 
Peripheral Blood Findings. L. 
York.—p. 341. 

*Effect of Topical Application of 2-Methyl-1,4-Naphthoquinone (Synthetic 
Vitamin K Analogue) on Prothrombin Level of Newborn Infants, with 
Reference to Simplified Microprothrombin Test. H. K. Russell and 
R. C. Page, New York.—p. 355. 

Effectiveness of Prenatal Administration of 2-Methyl-1,4-Naphthoquinone 
in Maintaining Normal Prothrombin Levels in Infants. Eleanor H. 
Valentine, J. G. Reinhold, Philadelphia, and E. Schneider, New York. 


Correlation with 
M. Shapiro and F. A. Bassen, New 


—p. 359. 
*Peripheral Circulatory Failure in Diabetic Acidosis and Its Relation to 
ong 7g A. E. Schecter, B. H. Wiesel and C. Cohn, Philadelphia. 


. 364, 

“Results of Sulfocyanate Therapy in Hypertension. 
Shapiro and C. S. Mills, Madison, Wis.—p. 378. 

Congenital Heart Disease During Pregnancy. 
H. E. B. Pardee, New York.—p. 392. 

Pregnancy and Development of Mammary Cancer. 
North Africa.—p. 402. 

*Concentrated Liver Extract in Maintenance Treatment of Pernicious 
Anemia. T. S. Evans and R. H. Jordan, New Haven, Conn.—p. 408. 

Viability of Spirochetes of Syphilis and Yaws in Desiccated Blood Serum. 
T. B. Turner, J. H. Bauer and F. C. Kluth, Baltimore.—p. 416. 

Autopsy Survey of Gastroduodenal Ulcers in Philadelphia General Hos- 
pital 1920-1937. J. S. Gordon Jr., Chicago, and J. J. Manning, Wau- 
watosa, Wis.—p. 423. 

Use of 2-Sulfanilamidopyrazine in Pneumococcic Pneumonia: 
Report. J. M. Ruegsegger, M. Hamburger Jr., 
Ala.; 


C. M. Kurtz, H. H. 
C. L. Mendelson and 
J. Scapier, Algiers, 


Preliminary 
Cincinnati; A. S. Turk, 
T. D. Spies and M. A. Blankenhorn, Cincinnati.— 


432. 
Capillaries in Myxedema. H. Zondek, M. Michael and A. Kaatz, 

Jerusalem, Palestine.—p. 435. 

Prothrombin Level of Newborn Infants.—Russell and 
Page applied vitamin K locally to half of 48 newborn infants: 
10 mg. of menadione in an ointment base was applied topically 
to the back during the first or second day following birth. 
Typical physiologic hypoprothrombinemia of the newborn was 
exhibited in 18 of the 24 control infants. The treated group 
did not show any increase in prothrombin coagulation time. 
The prothrombin coagulation time showed a steady decrease 
and was within normal limits by the fifth day. No treated 
newborn infants exhibited the so-called physiologic hypopro- 
thrombinemia. As this method is simple and effective the 
authors suggest that the single application be used routinely as 
a prophylactic measure. They describe a simplified micropro- 
thrombin test which makes use of a stable thromboplastic sub- 
stance: Russell viper venom. The test requires no special 
apparatus or unstable reagents and can be performed by the 
practitioner at the bedside. 

Circulatory Failure in Diabetic Acidosis.—Since treated 
patients with uncomplicated diabetic acidosis often die and post- 
mortem examination yields little evidence as to the cause of 
death, Schecter and his associates looked for a disturbance of 
function sufficient to cause death and yet not leave diagnostic 
postmortem changes such as “medical shock” and peripheral 
circulatory failure. The peripheral blood flow of the 8 patients 
diseussed was reduced. Blood flow inereased during treatment 
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and was most definite when the speed of intravenous infusion 
was increased. Determinations of oxygen content of arterial 
and venous blood showed a narrow difference between the two 
specimens. Venous oxygen saturation was high in the presence 
of reduced blood flow. Estimations of oxygen utilization can 
be calculated from arteriovenous oxygen difference (1 cc. of 
oxygen per hundred cubic centimeters of blood) and blood flow 
(expressed as cubic centimeters of blood per hundred cubic 
centimeters of hand). The data suggest that oxygen utilization 
is reduced in untreated diabetic acidosis. The patients with the 
most definite decreases were semiconscious or unconscious; 
those with less marked reductions were conscious. Treatment 
seemed to be accompanied by an increase in oxygen utilization. 
The possible causes for failure of oxygen utilization are inability 
to utilize carbohydrate, ketosis or acidosis. Blood pressure was 
reduced in all patients on admission. The degree of reduction 
varied with the seriousness of the illness. Initial serum pro- 
teins, hemoglobin and cell volumes were above recovery levels 
in all cases, indicating the severity of dehydration. Serum 
protein concentrations decreased after parenteral fluid therapy. 
Hemoglobin values fell during hydration, after which the levels 
were maintained. Cell volume by hematocrit paralleled the 
hemoglobin changes. However, patients in diabetic acidosis 
differ from those in surgical shock with respect to the level of 
their venous oxygen saturation in the presence of definitely 
reduced blood flows. Similar reductions of peripheral blood 
flow were found in surgical shock as were found in patients 
with diabetic acidosis. Venous blood leaving such regions of 
reduced blood flow showed little oxygen unsaturation. The 
reduced peripheral blood flow indicated the reduction in the 
speed of hemoglobin bringing oxygen to the tissues. The high 
venous oxygen saturation suggests that hemoglobin fails to 
liberate its oxygen to the tissues or that the tissues fail to 
remove the liberated oxygen. These observations point to the 
existence of a histotoxic as well as a stagnant anoxia in the 
peripheral circulatory failure of diabetic acidosis. 


Thiocyanate Therapy in Hypertension.—Kurtz and his 
co-workers used Barker’s method for determining the blood 
cyanates as a laboratory therapeutic control while treating 50 
hypertensive patients with potassium thiocyanate. Every patient 
was observed for at least three months and many for one or 
more years. Potassium thiocyanate therapy was not begun 
until after the arterial tension had become relatively stabilized. 
The drug was administered in an aqueous solution containing 
5 grains (0.32 Gm.) to the drachm and the patient started on 
a dose of 1 drachm (5 grains) two or three times a day. The 
blood cyanate was determined weekly and the initial dose con- 
tinued until the therapeutic level of from 6 to 12 mg. of blood 
cyanate per hundred cubic centimeters of blood was reached. 
The amount was then reduced and a maintenance dosage was 
determined for each patient so that the blood cyanate was kept 
within the level which appeared to produce the optimal blood 
pressure response. No attempt was made to force an exces- 
sively high blood pressure down to normal, but only to reduce 
the tension below the danger level and thus to relieve the strain 
on the heart, kidneys and cerebral vessels. Subjective improve- 
ment as estimated by the disappearance of headaches, dizziness, 
tinnitus and the like was definite in 63, fair in 20 and dis- 
appointing in 17 per cent. Six patients exhibited poor tolerance 
for cyanate. This was evidenced by precordial pain in 1, cuta- 
neous rash in 3 and cutaneous rash and loss of hair in 2. There 
were 2 other patients who felt worse while under treatment. 
One of these was apparently extremely sensitive to thiocyanate 
and treatment was abandoned because of mental confusion and 
physical collapse. The blood pressure of every patient was 
somewhat reduced, and objective results were considered satis- 
factory in 78, fair in 16 and poor in 6 per cent. The average 
systolic pressure for the entire group dropped from 197 before 
treatment to 156 with treatment, while the average diastolic 
pressure dropped from 115 to 94. The blood pressure of 4 
patients remained normal for months or years after thiocyanate 
was discontinued. The optimal blood cyanate level ranged from 
4 to 16 mg. per hundred cubic centimeters with an average of 
8.3 mg. The number of maintenance doses (5 grain) varied 
from three to twenty-one per week. The average was nine 
doses. During the eleven years these patients were observed, 
4 died of heart failure, 4 of cerebral hemorrhage, 1 of coronary 
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occlusion and 2 of pneumonia. Death was never due to the 
cyanate therapy. The authors regard potassium thiocyanate as 
a valuable drug in the treatment of hypertension and, properly 
employed, capable of prolonging life and preventing disability 
in a substantial percentage of such patients. The drug can be 
safely administered provided proper laboratory control is always 
exercis 


Liver Extract in Pernicious Anemia.—Evans and Jordan 
state that 40 patients with proved pernicious anemia have been 
maintained in a state of well being on a concentrated liver 
extract (reticulogen). Only 2 of the patients have been treated 
for only two years; the rest for three or more years. Control 
patients kept on a less concentrated form of extract have been 
followed over the same period. Further control is offered by 
12 of the 40 patients who previously had been treated with 
oral preparations and 12 others with a less concentrated form 
of liver extract intramuscularly. Erythrocyte counts and the 
hemoglobin percentage were not as spectacular as those of 
Murphy and Howard, but they do compare favorably with the 
reports of others and with counts of the man or woman in 
average health in New Haven. Nearly all the patients have 
noticed maintenance of previous good health or actual improve- 
ment in well-being. Most of the patients continued at gainful 
occupations or were restored to usefulness. Six were not able 
to work at the onset of therapy and are still unable to do much. 
Eight were unable to work when treatment was begun but are 
now able to do so. Nearly every patient has gained weight 
and strength. The neurologic symptoms of 32 patients have 
improved, 4 have shown no improvement and 4 did not com- 
plain of any neurologic symptoms at the onset of treatment. 
Twenty-one patients have shown improvement in gait; 2 of 
these patients were bedridden when treatment was instituted and 
are now able to walk. The vibratory sense of 11 patients was 
retained; 21 have regained some portion of it. Thirteen patients 
with relatively normal reflexes have .etained them, and improve- 
ment has been noticed in 17 whose reflexes were absent at the 
onset of therapy. During therapy 3 patients regained a con- 
siderable amount of urinary sphincter control. The mentality 
and cooperativeness of practically every patient has improved. 
The patients whose anemias were complicated by chronic 
(arteriosclerosis, gallbladder disease, myxedema) and acute 
(respiratory disease, “grip,” “influenza” and pneumonia) dis- 
eases responded as well as the average patient under similar 
circumstances. The cost of the preparation is not prohibitive 
and is more easily administered than less concentrated prepa- 
rations. 


American Journal of Surgery, New York 
53:391-622 (Sept.) 1941 


Perforations of Intestine by Ingested Foreign Bodies: 
Cases and Review of Literature. 
—p. 393. 

Fractional Spinal Anesthesia. 
L. V. Hand, Boston.—p. 403. 

Malignancy of Vulva. L. W. Frank and A. J. Miller, Louisville, Ky. 


Report of Two 
J. E. Macmanus, Cooperstown, N. Y. 


M. J. Nicholson, U. H. Eversele and 


Surgery in Patients over 50 with Obstructing Pyloric Lesions, G, A. 
Carlucci, New York.—p. 417 

Treatment of Large Hydroceles by Injection of Sodium Morrhuate. 
J. P. Robertson, Birmingham, Ala.—p. 421. 

Submucous Method in Treatment of Anorectal Diseases. 
New York.—p. 428. 

Use of Sulfhydryl Solution in Treatment of Burns: 
W. F. Pierce, Los Angeles.—p. 434. 

Embolic Vascular Accidents of Extremities. 
Mont.—p. 440. 

Four Cases in One Family. 

F. Alexander, New York.—p. 444. 

tea Results of Synovectomy of Knee Joint. 
Cameron, Rochester, Minn.—p. 4 

New Method of Closed Reduction of Fracture of Lateral Condyle of 
Tibia. M. Dobelle, Pittsfield, Mass.—p. 460. 

Colostomy and Hleostomy: New Method. M. E. Steinberg, Portland, 
Ore.—p. 463. 

Iron as Therapeutic Supplement in Peptic Ulcer Therapy. 
Passaic, N. J., and R. P. Wallace, ae York.—p. 470. 

Secondary Operations on Biliary Tract. . M. Clute, Boston.—p. 475. 

Amniotic Fluid (Amfetin) in Its ly Inflammation: Observations 
in Rabbit and Man. R. H. Rigdon and J. W. Warren, Memphis, 
Tenn.—p. 481. 

Symptoms of Metastatic Cancer. 

Closure of Abdomina! Incisions. 

—p. 490. 
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Am. J. of Syphilis, Gonorrhea and Ven. Dis., St. Louis 

25:527-658 (Sept.) 1941 

*Syndrome of Milian’s Erythema of Ninth Day: 
Cases. E. E. Peters, Baltimore.—p. 527. 

Observations on Untreated Patients with Gonococcic Infection and Those 


Receiving Chemotherapy. A. Cohn, B. A. Kornblith and A. Steer, 
New York.—p. 557. 


Quantitatively Titered Serologic Test in Early Syphilis and Its Response 

to — E. L. Crosby, Baltimore, and A. D. Campbell, Seattle. 
*Pevelebennal of General Paresis Following Essentially Normal Spinal 

ae Report of Case. I. Kopp and H. C. Solomon, Boston. 

in Cases of Fixed Serologic Reactions with Negative 
Results. I. Kopp and H. C. Solomon, Boston.—p. 591. 

Sobisminol Solution and Water-Soluble Potassium Bismuth Tartrate by 
Oral and Intramuscular Administration in Treatment of Experimental 
Rabbit Syphilis. J. A. Kolmer, H. Brown and Anna M. Rule, Phila- 
delphia.—p. 595. 

Short Term Intensive Arsenotherapy of Early Syphilis: Preliminary 
Report. A. Schoch and L. J, Alexander, Dallas, Texas.—p. 607. 

Hemorrhagic Encephalitis Following Sulfarsphenamine: Report of Two 
reg Children. C. F. Friedman and M. A. Shinefeld, Brooklyn.— 

Rare Ocular Reactions to Tryparsamide. 

C., Canada.—p. 623. 

Solusalvarsan (3,4!-Diacetylamino-4-Hydroxy - Arsenobenzene-2!- Sodium 
Glycolate) in Treatment of Early Syphilis, with Some Observations on 
Rate of Fall of Serum Reagin. R. D. Hahn, Baltimore.—p. 628. 
Syndrome of Milian’s Erythema.—Peters reports 54 cases 

of erythema of the ninth day. Thirty-six of the patients were 
hospitalized and thoroughly studied at the time of the erythema. 
Most of the patients were moderately or acutely ill and more 
than 75 per cent complained of prodromal symptoms consisting 
of malaise, fever, anorexia, nausea and vomiting. Other promi- 
nent symptoms were headache, chills, itching, generalized ach- 
ing in bones, muscles, joints and back and sore throat. The 
onset of the prodromes was usually abrupt and occurred between 
the fifth and the nineteenth day after the first injection of an 
arsphenamine and frequently within a few hours after the second 
or third injection. By the next day these symptoms were 
usually tollowed by the typical generalized rash. Examination 
revealed that the lymph nodes of 76 per cent of the patients 
were enlarged, the cervical nodes of 73 per cent and that 63 per 
cent presented exudative tonsillar hypertrophy. Hepatomegaly 
occurred in 9, jaundice in 7 and splenomegaly in 3 patients. 
Two patients showed renal involvement with albumin, hyaline 
and granular casts and erythrocytes in the urine. The average 
duration of the syndrome was six days. In 50 per cent the 
prodrome and erythema occurred on the same day. Of the 
patients, 52 had syphilis and 63 per cent were in the early 
infectious stages and 36 per cent had late, late latent or con- 
genital syphilis. The drugs producing the erythema were 
arsphenamine, neoarsphenamine, mapharsen and acetylglycar- 
senobenzene. There was no correlation between the size of the 
dose and the occurrence of the erythema. Delayed complica- 
tions caused by further chemotherapy occurred in 53 per cent 
of 36 patients and consisted in all types of dermatitis, recurrent 
erythema, nitritoid reactions, fever, gastrointestinal reactions and 
intolerance to the usual trivalent arsenicals. Further arsenical 
therapy caused reactions to appear in 70 per cent of patients. 
Serious sequelae to treatment after erythema developed in 9 of. 
15 patients who had reactions to the arsenical drugs prior to 
erythema. In general, blood smears showed a shift to the left, 
and there was a mild leukopenia of the granulocytic series with 
a relative monocytosis or lymphocytosis. Forty-four per cent of 
the patients had an eosinophilia of 5 per cent or greater. Of 
this group 87.5 per cent had serious immediate manifestations, 
while only 35 per cent of the patients with eosinophilia of 0 to 
4 per cent had reactions. Of the patients who received further 
arsenotherapy within two weeks of the prodrome 77 per cent 
had serious complications, while if treatment was given later 
than two weeks only 28 per cent had mild complications. There 
were 2 instances of infectious syphilitic relapse. 


Dementia Paralytica.—Kopp and Solomon were able to 
tabulate the clinical, serologic and therapeutic course of a 
patient with early minimal spinal fluid involvement from the 
onset of syphilis to the development of dementia paralytica. 
The spinal fluid of the patient showed minimal changes when 
examined fourteen months after the primary lesion, and when 
it was examined twenty-two months later it was essentially 
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negative. Nevertheless, parenchymatous neurosyphilis developed 
and after a period of fourteen years, during which time he had 
fairly continuous antisyphilitic therapy, characteristic mental 
symptoms of dementia paralytica and typical spinal fluid were 
exhibited. The patient was 22 years of age when the primary 
lesion followed by secondary cutaneous manifestations occurred. 
He was then given fourteen intravenous (arsenical) and twenty- 
five intramuscular (mercury) treatments over nine and a half 
months. The Wassermann reaction became negative. At four- 
teen months the spinal fluid was normal with but one important 
exception, a leukocyte count of 22, indicating a meningeal reac- 
tion. Because of a moderately positive Wassermann reaction 
three months later, additional chemotherapy was given. The 
second spinal fluid examination, three years after the primary 
lesion and after thirty-three months of therapy, was negative 
except for a trace of albumin and a colloidal gold curve of 
1222210000. After a probationary period of six months the 
Hinton reaction was negative on nine occasions. Ten months 
later without further treatment the Hinton reaction was posi- 
tive and antisyphilitic treatment was reinstituted and was con- 
tinued for nine years by various physicians and clinics. The 
significance of the serologic relapse was overlooked. This 
demands another spinal fluid test, which was not done until the 
patient’s hospitalization in 1940. The development of parenchy- 
matous neurosyphilis (tabes dorsalis and dementia paralytica) 
years after a negative spinal fluid has been reported only once 
before, by Meyerbach. Invasion of the central nervous system 
in early syphilis is said to occur in all patients. The absence 
of abnormal changes in the spinal fluid does not imply that 
localized meningeal or parenchymatous changes have not 
occurred. Arsphenamine, mercury and bismuth do not always 
prevent the development of neurosyphilis. 


American Review of Tuberculosis, New York 
44:255-376 (Sept.) 1941 


*Demonstration of Tubercle Bacilli by Fluorescence Microscopy. O. W. 
Richards, Buffalo; E. K. Kline and R. E. Leach, Olean, N. Y.—p. 255. 
*Detection of Tubercle Bacilli by Fluorescence Microscopy. E. Bogen, 
Olive View, Calif—p. 267 
Pulmonary Insufficiency: III. Cases Demonstrating Advanced Cardio- 
pulmonary Insufficiency Following Artificial Pneumothorax and Thora- 
A. Cournand, D. W. Richards Jr. and H. C. Maier, New 


Oxygen Percentage in Pneumothorax and Pneumoperitoneum Gases: 
Evidence of Low Oxygen Tension in Tuberculous Tissues. H. Pug- 
sley, Gravenhurst, Ont., Canada, with technical assistance of R. 
Benham.—p. 288. 

Allergy and Immunity: Analysis of Their Interdependence. 
and P. M. Gottlieb, Philadelphia.—p. 298. 

Inspissated Cavity. A. Shamaskin, Oteen, N. C.—p. 

*Pneumoperitoneum Supplementing Phrenic Paralysis. 
F. C. Warring Jr., Shelton, Conn.—p. 323. 

Control of Tuberculosis in Institution for Mentally Ill. 
and L. J. Bailey, Detroit—p. 335. 

Tuberculosis in Medical Students. 
Day, Chicago.—p. 346. 

Rehabilitation of the Tuberculous. 


E. Urbach 


Rilance and 
S. S. Altshuler 
H. L. Alt, E. E. Barth and A. A. 


L. E. Siltzbach, New York.—p. 357. 


Fluorescence Microscopy.—According to Richards and his 
associates, the Cattaraugus County Laboratory has used the 
fluorescence microscopy in parallel with Ziehl-Neelsen stains 
on direct smears and concentration tests on 324 specimens of 
sputum. After the 87 positive by direct smears, which were 
not concentrated, and the 73 that were of insufficient quantity 
to furnish satisfactory concentration tests are excluded, 164 
remain on which all four tests were performed. Of these, 
134 were negative by all methods, 14 positive by all methods, 
except Ziehl-Neelsen direct smear, 7 were positive by both 
fluorescence direct smear and concentrate and negative by both 
Ziehl-Neelsen examinations, 1 was positive by both concen- 
tration tests and negative on both direct smears and 8 were 
positive by fluorescence concentration only. If all specimens 
positive by any method are considered to yield the total number 
of positives, fluorescence examinations of concentrates give 100 
per cent positives, fluorescence examinations of direct smear 
92.3 per cent, Ziehl-Neelsen examination of concentrates 87 per 
cent and Ziehl-Neelsen examination of direct smears 74.3 per 
cent. Of the specimens negative by Zichl-Neelsen stains and 
positive by fluorescence methods, 10 were obtained from patients 
on whom a diagnosis of pulmonary tuberculosis had previously 
been made; 4 of the patients furnished sputums that were posi- 
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tive by both fluorescence direct smear and concentrate methods 
and 6 positive by fluorescence concentration only. All except 
2 patients were classified as being in the active stage of the 
disease, and 1 of these would have been transferred from 
“apparently arrested” to “arrested” without fluorescence exami- 
nations. The other, although classified as arrested, apparently 
had an unstable lesion and this examination indicated activity 
earlier than it'was apparent by Ziehl-Neelsen stains or clinical 
observation. Six weeks after this positive fluorescence exami- 
nation there was a Gaffky I finding on direct smear by Ziehl- 
Neelsen staining, and subsequently five positive Gaffky I and 
Gaffky II smears were obtained. The requirement that sputum 
shall be concentrated and examined by the Ziehl-Neelsen method 
before being called negative is met and even surpassed by 
direct fluorescence examinations. Concentration and examina- 
tion by fluorescence offers a more delicate test than has here- 
tofore been available and, at least for the present, it should be 
reserved for investigational work. It should not be substituted 
for the present accepted and less sensitive methods in the clini- 
cal evaluation and classification of patients until further infor- 
mation is obtained as to the clinical significance of its results. 
Fluorescence microscopy has the following advantages over 
older methods for examining sputum smears and other material 
for the presence of tubercle bacilli: 1. The method stains more 
acid-fast bacteria than are stained by the Ziehl-Neelsen technic. 
2. Examinations can be made with high dry objectives covering 
fields which are larger than oil immersion fields. 3. A greater 
contrast obtains between the stained organism and other material 
present on the slide. 

Detection of Tubercle Bacilli by Fluorescence Micros- 
copy.—Bogen states that the comparison at the Olive View 
Sanatorium of 1,000 duplicate smears of routine sputum speci- 
mens stained by the fluorescence microscopy and the carbol- 
fuchsin method generally confirms the published reports that 
the fluorescence method gives more than 20 per cent more 
positive results than the standard technic. Some slides which 
showed a few organisms by the latter procedure failed to reveal 
them by the newer method. These discrepancies were probably 
due to technical error or chance distribution of a few organ- 
isms and insufficient examination rather than to the existence 
of organisms stained by only one method. With low magnifica- 
tion it is theoretically possible to examine every part of the 
smear with the fluorescence microscope in less than twenty 
minutes in comparison to the eight or more hours required 
with the usual oil immersion magnification. Of 250 specimens 
negative to Ziehl-Neelsen, 60 were positive when inoculated on 
Jensen’s and Petragnani’s culture mediums and 29 were positive 
on fluorescence microscopy. The majority of the fluorescent 
negative specimens positive on culture gave only a sparse growth 
on one out of several tubes planted. Fluorescence microscopy 
may not yet supplant standard procedures for the detection of 
tubercle bacilli, but it constitutes a useful supplement for diag- 
nostic and public health practice. 

Pneumoperitoneum and Phrenic Paralysis.—Rilance and 
Warring point out that their experience with pneumoperitoneum 
has been confined to its use as a supplement to phrenic paralysis 
in an attempt to elevate the paralyzed hemidiaphragm. Indica- 
tions were those usually accepted for phrenicectomy, Fre- 
quently the combined procedure closed the cavity and reversed 
the sputum while phrenicectomy alone had failed. Supplemen- 
tary pneumoperitoneum was carried out on 55 consecutive 
patients with pulmonary tuberculosis treated by phrenicectomy. 
The patients were observed for from twelve to thirty-five 
months. In 18, or 33 per cent, an insufficient rise (2 cm. or 
less) was obtained and pneumoperitoneum was discontinued. 
Of the remaining 37 patients, 1 had minimal, 9 had moderately 
advanced and 27 had far advanced pulmonary tuberculosis. Only 
1 patient had a negative sputum before treatment; 15 of the 
36 with positive sputums later had consistently negative sputums, 
3 have continued to show an intermittently positive sputum 
(2 of these show definite evidence of tracheobronchial tuber- 
culosis) and the sputums of 18 have remained consistently posi- 
tive during and after treatment. Definite cavities were depicted 
in the stereoroentgenograms of 34 patients, all with positive 
sputums, prior to treatment. The rise of the hemidiaphragm 
after phrenicectomy averaged 2.8 cm. in the 37 mechanically 
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successful instances. The average additional elevation from 
pneumoperitoneum was 4.1 cm.; the average total rise was 
6.9 cm. The cavities of 19 of the 34 patients with opened 
cavities closed following treatment, in 2 they were questionably 
closed and in 10 they became smaller. Cavities of various sizes 
seemed to respond almost equally well. A higher incidence of 
cavity closure was found to occur when the cavity was located 
in the lower third of the lung field, the next best incidence was 
among apical cavities and then with those located in the middle 
third of the pulmonary field. 


Annals of Surgery, Philadelphia 
114:321-480 (Sept.) 1941 

Experimental Cerebral Trauma: III. Effects of Acute Uremia, Venous 
Obstruction, Hyperthermia and Intensive Irradiation on Water Content 
of Dog’s Brain. T. E. Wyatt and C. Pilcher, Nashville, Tenn.—p. 321. 

Cerebellar Abscesses of Otitic Origin in Nine Children: Eight Recov- 
eries After Cannulation. F. Schreiber, Detroit.—p. 330. 

Surgical Treatment of Intracranial Aneurysms of Internal Carotid 
Artery. W. E. Dandy, Baltimore.—p. 336. 

*Cancer of Lip. H. Martin, W. S. MacComb, New York, and J. V. 
Blady, Philadelphia.—p. 341. 

Perforation of Cervical Esophagus with Flexible Gastroscope: Case 
Report—Diagnosis—Treatment. A. S. W. Touroff, New York.—p. 369. 

Actual Holding Power of Various Screws in Bone. W. F. Lyon, J. R. 
Cochran and L. Smith, Chicago.—p. 376. 

Morbid Influences in Intestinal Obstruction and Strangulation. 
Edinburgh, Scotland.—p. 385. 

Muscular Activity of Small Intestine, in Dog, During — Obstruction, 

. Antoncic and H. Lawsen, Louisville, Ky.—>?p. 

Significance of Neuromatous Lesions in Obliterated p teen AED Clinico- 
pathologic Study. M. L. Parker and M. Corrigan, Chicago.—p. 424. 
Influence of External Secretion of Pancreas on Lipid Metabolism. M. L. 

Montgomery, San. Francisco.—p. 441. 

Role of Second Thoracic Spinal Segment in Preganglionic Sympathetic 
Innervation ae — Hand—Surgical Implications. L. N. Atlas, 
Cleveland.—p. 

Jejunostomy for Feeding. 
L. M. Bell, Winchester, Va.—p. 462. 

Studies on Use of Metals in Surgery. 
Gertrude Hyde, Albany, N. Y.—p. 


Cancer of Lip.—According to Martin and his co-workers, 
a five year cure rate of 70 per cent was obtained in their con- 
secutive series of 375 microscopically proved primary and recur- 
rent cancers of the lip. Thirty-nine of the patients died of 
other causes without recurrence and 23 when lost track of had 
no recurrence. Of the remaining 313 patients 87 died as a 
result of their cancer, 4 were lost track of with the disease, 
3 are living with the disease and 219 are living and free from 
the disease five or more years after roentgen, radium or surgi- 
cal treatment. Cancer of the lower lip is the least malignant 
form of all intraoral cancers. Practically all early lesions up 
to 1.5 cm. in diameter should be cured by proper initial treat- 
ment and regular examination for recurrence. The following 
factors influence the cure rate: 1. The prognosis appears best 
below the age of 40 and over 60. 2. The capacity of a lesion 
to metastasize is prognostic. In the present series the cure 
rate was 95 per cent for those patients who never had any 
metastases. 3. The prognosis is best in low grade squamous 
carcinoma and poorest in grades 2 and 3. 4. When the diameter 
of the primary lesion is less than 1 cm., almost a 100 per cent 
cure may be assured. As the size of the primary lesion 
increases, cure diminishes. However, if the patient survives 
long enough for the primary lesion to involve the whole lip, 
the tumor is almost always of a low grade and apparently 
incapable of metastasing and cure depends on the control of the 
primary lesion. 5. Growths of the upper lip are spontaneous 
cancers and are highly malignant as compared to irritation 
cancers of the lower lip. This is supported by the fact that of 
the authors’ 17 patients with primary lesions on the upper lip 
only 7 (41 per cent) survived five years. 6. The cure rate in 
lip cancer associated with syphilis is 52 per cent. This finding 
may be purely coincidental, since the number of patients with 
syphilis (25) was small. 7. Previous unsuccessful attempts at 
treatment reduced the possibility of cure. The cure rate was 
only 52 per cent among patients referred to the authors with 
residual and recurrent disease after unsuccessful treatment else- 
where. The surgeon who undertakes the treatment of cancer 
places himself under a moral responsibility to keep the patient 
under observation for at least five years, during which time 
recurrence is most likely to take place, and treated while the 
disease is still in a curable stage. 
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Chagas’ Disease: Ocular Conjunctiva as Most Frequent Route of Infec- 
tion. C. de Andrade, Bahia, Brazil, South America.—p. 341. 

Detachment of Pars Ciliaris Retinae: Contribution to Diagnosis of 
Malignant Intraocular Tumors. Bertha A. Klien, Chicago.—p. 347. 

Boeck’s Sarcoid with Ocular Localization: Survey of Literature and 
Report of Case. J. M. Levitt, Brooklyn.—p. 358. 

Stereoscope as Orthoptic Instrument. A. Linksz, Hanover, N. H.— 
. 389. 

Interstitial Keratitis: Analysis of 532 Cases with Particular Reference 
to Standardization of Treatment. J. V. Klauder, Philadelphia, and 
Eleanor Vandoren, Washington, D. C.—p. 408. 

*Treatment of Staphylococcic Blepharoconjunctivitis with Staphylococcus 
Toxoid. P. Thygeson, New York.—p. 430 

Ophthalmoscopically Visible Retinal Lesions in Chronic Glomeruloneph- 
ritis: Occurrence and Characteristics. R. W. Graham, Rochester, 
Minn.—p. 435. 

Its Clinical Evaluation. J. B. Feldman, Philadelphia. 
—p. 466. 

Distribution of Sulfanilamide and Its Derivatives Between Blood and 
Aqueous. S. D. Liebman and E. H. Newman, Boston.—p. 472. 

Specific Nerve Sheath Tumor of Orbit (Neurilemmoma, Neurinom7): 
Report of Case with Review of Literature. A. Rottino and A. S, 
Kelly, New York.—p. 478. 

Retinal Ee F Following Transfusion. G. L. Walker, Roanoke, 
Va., and P. J. Leinfelder, Iowa City.—p. 489. 

Applied Anatomy of Eye: Its Relation to Ophthalmic Surgery. R. E. 
Meek, New York.—p. 494. 

Intracranial Blood Flow in Insulin Coma. E. B. Ferris Jr., M. Rosen- 
baum, C. D. Aring, H. W. Ryder, E. Roseman and J. R. Hawkins, 
Cincinnati.—p. 509. 

Interstitial Keratitis—Klauder and Vandoren studied the 
records of 532 congenitally syphilitic patients with interstitial 
keratitis who were treated or observed for at least one year. 
The value of the various methods antisyphilitic treatment on 
the final visual acuity of the patient were particularly analyzed. 
Of the patients 73 per cent were white, 60 per cent were female 
and the median age at onset was 12 years for the female and 
13 years for the male patients. Thirty per cent of patients with 
inactive interstitial keratitis previously treated had negative 
serologic reactions as opposed to 2.5 per cent of those with 
active interstitial keratitis who were untreated. Other syphilitic 
manifestations were Hutchinson teeth in 40, involvement of 
bones and joints in 35, labyrinthine disease in 10, chorioretinitis 
in 8, symptomatic and asymptomatic neurosyphilis in 8 and 
dementia paralytica (including the tabetic form) in 0.4 per cent. 
In 42 per cent the eyes were involved either simultaneously or 
within one month of each other. The second eye of 79 per 
cent was involved by the tenth year. Treatment administered 
in the inactive stage was of limited value in improving visual 
acuity. There was little difference in the visual acuity of the 
better eyes of patients treated continuously, intermittently or 
irregularly. However, for the poorer eye continuous treatment 
was slightly superior. The final visual acuity of both eyes of 
64 per cent of the patients treated continuously was good or 
excellent, as compared to 47 and 48 per cent of patients treated 
intermittently or irregularly. Less poor visual acuity or blind- 
ness was observed in patients treated continuously or inter- 
mittently than in those treated irregularly. The comparative 
effectiveness of any one arsenical was not possible to ascertain, 
as most patients were not treated exclusively with one arsenical. 
Arsphenamine and neoarsphenamine produced approximately the 
same percentage of excellent visual acuity. A comparison of 
the various agents producing fever therapy, in conjunction with 
routine treatment consisting of arsenicals and a heavy metal, 
shows that the best results were obtained with malaria and 
hyperthermy. These two hyperpyrexia agents produced the 
highest temperature. Routine treatment supplemented with fever 
therapy was superior to other forms of treatment in preventing 
relapse; only 1 of 55 patients so treated had a relapse. Relapses 
after other types of treatment ranged from 13 to 18 per cent. 
Relapse was more frequent in patients treated with less than 
twenty injections of an arsenical than among those treated with 
more than twenty injections. 

Staphylococcic Blepharoconjunctivitis. — Thygeson 
immunized 83 patients with staphylococcic blepharoconjunctivitis 
resistant to local antiseptic therapy with staphylococcus toxoid. 
Local treatment was continued. Healing occurred in 22, 
moderate or considerable improvement in 53 and little or no 
improvement in 8. The conjunctivitis in the patients who 
became free from pathogenic staphylococci showed no tendency 
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to recur, but in those who experienced symptomatic but not 
bacteriologic cure it generally recurred in from three to six 
months. Treatment consisted of from twelve to fourteen weekly 
or biweekly injections of toxoid. The initial dose of 0.02 cc. 
was increased to 1 cc. Doses up to 0.3 cc. were given intra- 
cutaneously and the remainder subcutaneously. If there was no 
improvement or if cultures continued to show toxigenic staphylo- 
cocci after this course of treatment, 0.5 cc. of toxoid was given 
once a week for at least one month. 


Archives of Otolaryngology, Chicago 
34:429-686 (Sept.) 1941 


Acoustic Trauma in Man: Clinical and Experimental Studies. H. B. 
Perlman, Chicago.—p. 429. 


Multiple Myeloma with Laryngeal Metastasis. G. B. Gilmore, New York. 
—p. 453. 


Lempert Endaural, Antauricular Surgical Approach to Temporal Bone. 
K. Kettle, Hillergd, Denmark.—p. 461. 

Pneumococcus Type III in Otitic Infections. 
—p. 473. 

Abscess of Mandibular Fossa Secondary to Otitis Media. 
and K. M. Simonton, Rochester, Minn.—p. 485. 

ae of Larynx: Report of Case. D. I. Frank, New York. 
—p. . 


A. H. Persky, Philadelphia. 
H. I. Lillie 


Reversal of Halisteresis in Mammalian Ear. L. K. Guggenheim, 
L. Gunther, V. Goodhill and Mary Irvine, Los Angeles.—p. 501. 

Quantitative Effects of Physical and Chemical Agents on Erectile Tissue 
Response in Nose. H. J. Sternstein, Boston. —P. 523. 

Incidence of Atrophy of Olfactory Nerves in Man. 
Toronto, Canada.—p. 533. 

*Use ry _—— for Impaired Hearing. M. Rosenthal, New York.— 
p. 54 


C. G. Smith, 


Cicatricial Atresia of Esophagus. H. J. Hara and L. K. Rosenvold, Los 
4, 


Angeles.—p. 57 


Paranasal Sinuses. S. Salinger, Chicago.—p. 603. 


Prostigmine Methylsulfate for Impaired Hearing.— 
Rosenthal determined what improvement, if any, was experi- 
enced by 30 patients with impaired hearing from prostigmine 
methylsulfate therapy. Twenty-four of the patients had had 
loss of hearing for many years. The loss was acute in 1 and 
in 5 not longer than six months; 23 had associated tinnitus. 
Treatment was begun with the application of a large nasal 
tampon saturated with a 10 per cent solution of mild protein 
silver. This was left in place for thirty minutes, followed by 
irrigation and suction, and then an intramuscular injection of 
1 cc. of a 1:2,000 solution of prostigmine methylsulfate was 
given. The treatments were given three times a week. Nine- 
teen patients, 6 with acute and. 13 with chronic impairment, 
showed objective improvement (more than 5 decibels, 5 or less 
decibels was accepted as a margin for error), 16 claimed sub- 
jective improvement, 9 no improvement and 2 reported that 
the condition had become worse. Sixteen said that the tinnitus 
had disappeared or diminished. When a high decibel loss exists 
at the initial reading an improvement up to 10 decibels may 
not evoke any subjective reaction, while if the initial loss is 
in the medium range an improvement of even 5 decibels elicits 
a subjective response. The subjective response shows greater 
improvement in some frequencies; the frequency of greatest 
value in this respect is 2,048. Thirteen of the 24 patients with 
chronic impairment reported subjective improvement and 19 
showed some objective improvement. The 5 patients with recent 
impairment, with initial losses not greater than 35 decibels, 
claimed definite improvement, even though in 1 the greatest 
change was only 5 decibels in one ear. The high degree of 
improvement reported by Davis and Rommel was not experi- 
enced by the author’s 30 patients. 


California and Western Medicine, San Francisco 
55:113-166 (Sept.) 1941 


Leukemia: Evaluation of Therapy. 

Sulfonamide Group of Drugs: 
A. Haim, San Francisco.—p. 123. 

Sulfanilamide Group of Drugs: Use in Diseases of Ear, Nose and 
Throat. L. F. Morrison, San Francisco.—p. 126. 

Extrahepatic Duct Stones: Indications and Problems Relative to Their 
Surgical Care. E. E. Larson, Los Angeles.—p. 129. 

Priapism from Hypernephroma Metastases in Cavernous Bodies. 
Craig, Pasadena.—p. 135. 

Sickness Insurance and Health Service: A Difference, with Special Ref- 
erence to California Physicians’ Service. A. E. Larsen, San Francisco. 
—p. 139. 


S. P. Lucia, San Francisco.—p, 119. 
General Properties, Use and Dosage. 


L. G. 
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Florida Medical Association Journal, Jacksonville 
‘ 28:1-52 (July) 1941 


Banting: Benefactor of Mankind. §. Harris, Birmingham, Ala.—p. 15. 
Fallacious Views Concerning Rhinologic Surgery and Factors Influencing 
More Successful Results. A. R. Hollender, Miami Beach.—p. 27. 
“eve ea of Peripheral Blood Vessels. R. B. Harkness, Lake 
ity.——p 
Use of Solution of Posterior Pituitary in Normal Labor. C. B. Wright, 
St. Petershurg.—p. 33. 


28:53-100 (Aug.) 1941 


Sporotrichosis: Report of Case. E. D. French, Miami.—p. 61. 

Treatment of Injuries of Hand. M. P. Travers, Miami Beach.—p. 66. 

Cardiac Arrhythmias. J. W. Annis, Lakeland.—p. 71. 

Review of Some Drugs Commonly Used in Urology. A. L. Mills, 
St. Petersburg.—p. 78. 

Treatment of Gonorrhea with a 
and C. Lippow, Miami Beach.—p. 82. 
Value of Intrapleural in Artificial Therapy 

in Pulmonary Tuberculosis. T. C. Black, Orlando.—p. 


H. J. Ireland, New York, 


Journal of Nat. Cancer Inst., Washington, D. C. 
1:727-864 (June) 1941 


Review of Progress in Study of Genetics of ag Tumor Inci- 
dence. C. C. Little, Bar Harbor, Maine.—p 

Spontaneous Tumors in Subline of Strain CH. Mice. H. B. Andervont, 
with technical assistance of W. J. McEleney, Washington, dD. C.— 


p. 

Changes in Cellular, 
cholanthrene Epidermal Carcinogenesis. 
Paletta, St. Louis.—p. 745. 

h of Survival of Mice with = Subcutaneous Sarcomas. 
M. B. Shimkin, Bethesda, Md.—p. 761 

Survey of Radiation Protection in a D. B. Cowie and L. A. 
Scheele, Washington, D. C.—p. 767. 

Biologic Significance of Tolerance Dose in X-Ray and Radium Protec- 
tion. P. S. Henshaw, Washington, D. C.—p. 789. 

Quantitative Analysis of Dose-Response Data Obtained with Carcino- 
genic Hydrocarbons. W. R. Bryan and M. B. Shimkin, Bethesda, Md. 


Nuclear and Nucleolar Sizes During Methyl- 
. Cowdry and F. X. 


7. 

The d- Peptidase Activity of Serum as Alleged a Test for 
Cancer. Mary E. gg J. M. Johnson and J. W. Thompson, Wash- 
ington, D. C.—p. 835. 

Depolymerization of Thymonucleic Acid by an Enzyme System in Normal 
and Cancerous Hepatic an ammary Tissues and in Milk and 
Serums of Several Species. J. P. Greenstein and W. V. Jenrette, 
Washington, D. C.—p. 845. 


New England Journal of Medicine, Boston 
225:317-350 (Aug. 28) 1941 


Report Concerning Ten 
J. W. Strieder 


*Pericardiostomy for Suppurative Pericarditis: 
ew Cases and Twenty-Eight Cases from Literature. 
and W. R. Sandusky, Boston.—p. 317. 
Dysphagia and Nutritional Deficiency. 
Wrentham, Mass.—p. 326. 
Left Sided Pain in Biliary Tract Disease. 
PR aa of Case Treated with Antiserum and Sulfathiazole. 
R. W. Provenzano, G. E. Carriel and Arlene Bloomer, Lowell, Mass. 
—p, 382. 
Thoracic Surgery. E. D. Churchill, Boston—p. 335. 
Pericardiostomy for Suppurative Pericarditis.—Strieder 
and Sandusky report 5 cases of acute suppurative pericarditis in 
which Strieder performed a pericardiostomy, 5 cases from the 
Boston City Hospital and review the 28 cases reported in the 
literature from January 1934 to January 1940. This brings 
the total of recorded cases to 265. The disease is never primary 
(unless direct trauma is considered primary). Pericarditis may 
be obscured by the original infection, particularly infection 
within the thorax. Seven of the authors’ cases were secondary 
to pneumonia and/or empyema, 2 were secondary to septicemia 
and 1 followed a stab wound. Of the 38 cases reported since 
1934, 27 followed thoracic infections. An improvement in diag- 
nosis will be obtained only if in the absence of localizing symp- 
toms careful repeated examinations are made of the cardiac 
region. However, if a friction rub is not heard and there is 
no increase in intrapericardial fluid the diagnosis cannot be 
made. No rub was heard in 5 of the 10 cases under discussion. 
Roentgen examination should be carried out in the upright and 
prone positions so that the resultant pericardial shadows may 
be observed. In questionable cases pericardicentesis or explora- 
tory operation is indicated. The former should be carried out 
before exploration is undertaken. Pericardicentesis was per- 


D. Merrill and R. Richards, 


J. Fine and A. Starr, Boston. 


formed without incident in 9 of the authors’ 10 cases; in the 
tenth the diagnosis was established by pus draining from the 
stab wound. Although pericardiostomy itself is attended with 
little or no risk, the authors qualify this by stating that if fluid 
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is not obtained by pericardicentesis after one or two attempts 
further efforts should be abandoned in favor of exploration, 
particularly if the patient is suffering from the effects of cardiac 
tamponade. If organisms cannot be demonstrated in the fluid 
obtained by pericardicentesis, an empyema exists or the patient 
has had pneumonia and is suffering from pericarditis, peri- 
cardiostomy should be performed in the face of this negative 
evidence, as considerable advantage can be derived from drain- 
age before the pus becomes thick and fibrinous. One cannot 
know whether the fluid will remain sterile or become purulent, 
but, if the patient is relieved by pericardicentesis and the fluid 
remains clear, perhaps repeating the aspiration and observing 
the character of the fluid for a day or two is justified. With- 
out treatment the mortality approaches 100 per cent; with 
pericardiostomy the mortality is 50 per cent. Chemotherapy 


as a supplement to pericardiostomy should further reduce the 
mortality. 


New Orleans Medical and Surgical Journal 
94:105-154 (Sept.) 1941 


Treatment of Chronic Suppurative Otitis Media with Use of Endaural 
Approach for Radical Mastoidectomy. G. E. Shambaugh Jr., Chicago. 
—p. 105. 

Interrelationship of Gastrointestinal and Cardiac Disease. M. D. Har- 
grove, Shreveport, La.—p. 111. 

Treatment of Inflammatory Conditions by X-Ray. L. J. Williams, Baton 
Rouge, La.—p. 117. 

Conservative and Operative Treatment of Fractures of Neck of Femur. 
H. T. Simon, New Orleans.—p. 119. 

Fractures in Children. S. M. Copland and M. Finn, New Orleans.— 
p. 123. 

Surgical Management of Goiter. H. Mahorner, New Orleans.—p. 129. 

Public Health and the General Practitioner. J. H. Musser, New Orleans. 
—p. 137. 

Delayed Birth Registration in Louisiana. 

141 


E. F. Ricketts and L. A. 
Wilson, New Orleans.—p. 


New York State Journal of Medicine, New York 
41:1603-1698 (Aug. 15) 1941 


Undulant Fever with Visual Disturbances. L. W. Jones and J. L. 
Norris, Rochester.—p. 1625. 

Blood Pressure Studies in the Aged. I. Miller, New York.—p. 1631. 

Tetanus—Its Prevention and Treatment. J. K. Calvin, Chicago.— 
p. 1636. 

Allergic Reactions in the Abdomen. T. W. Clarke, Utica.—p. 1642. 

Responsibility of the General Practitioner in Chronic Glaucoma. 
B. Esterman, New York.—p. 1646. 

Occupational Asthma and Vasomotor Rhinitis: Outline of Some Com- 
mon Industries Where These Symptoms Are Initiated. L. Sternberg 
and A. H. Sorrell, New York.—p. 1649. 

Use of Vitamin K in Obstructive Jaundice. 
p. 1653. 

Treatment of Uveitis. 


G. S. Reed, Syracuse.— 


J. F. Gipner, Rochester.—p. 1656. 
41:1699-1794 (Sept. 1) 1941 


Importance of Investigation of Personality Factors in Psychosomatic 
Problems in Medicine. E. J. Doty, New York.—p. 1723. 

— Aspects of Psychiatric Management in Psychosomatic Problems. 

. E. Daniels, New York.—p. 1727. 

secu of Favus of Scalp. G. M. MacKee, G. M. Lewis and 
Mary E. Hopper, New York.—p. 1733. 

Practical Operation of Preserved Blood and Pooled Plasma Program in 
Suburban Hospital. J. W. Ehrlich, White Plains.—p. 1737. 

Physical Defects in Genesis of Juvenile Delinquency. F. Blumenthal, 
Warwick.—p. 1749. 

Treatment of Regional Ileitis. H. Sneierson, Binghamton.—p. 1755. 

Stevens-Johnson Disease with Complete Visual Recovery. I. Givner and 
H. Ageloff, New York.—p. 1762. 


Northwest Medicine, Seattle 
40: 309-350 (Sept.) 1941 


of Sulfonamide Compounds in Prophylaxis and Treatment of 
P. H. Long, Baltimore.—p. 311. 


Clinical Use 
Infections. 


Experience with New Sulfonamide in Urologic Practice. W. L. Ross 
Jr., Yakima, Wash.—p. 321. 
False Positive Serologic Tests for Syphilis in Children. M. L. Bridge- 


man and L. D. Jacobson, Portland, Ore.—p. 325. 

Infectious Relapse in Syphilis. J. C. Kern, Lewiston, Idaho.—p. 328. 

Treatment of Chronic Ulcerative Colitis Based on Thirty Cases. A. C, 
Reed and F. Rochex, San Francisco.—p. 332. 

Care of Paralyzed Bladder Secondary to Spinal Fractures. R. T. Scott, 
Lewiston, Idaho.—p, 336. 

Stilbestrol in Mental Manifestations of Menopause. N. K. Rickles, 
Seattle.—p. 339 


CURRENT MEDICAL LITERATURE Jour 


M. A. 
Nov. Ais 1941 


Ohio State Medical Journal, Columbus 
37:821-924 (Sept.) 1941 
Leptospirosis Icterohemorrhagica (Weil’s Disease): 
Cases. H. F. Deubel, Hamilton.—p. 837. 
Intussusception Due to Meckel’s Diverticulum: Report of Four Cases. 
J. R. Sprague, Athens, and R. S. Srigley, Columbus.—p. 843. 
Technic for Studying Experimentally Induced Convulsive 
O. P. Kimball, Cleveland.—p. 846. 
Use of Beta Erythroidine Hydrochloride in Metrazol binge 
liminary Report. J. M. Williams. Washington, D. C.—p. 8 
Nature and Modern Treatment of Depressions. J. L. asia Cleve- 
land.—p. 855. 
*Public Health Aspects of Trichinosis Control. E. R. Shaffer, Akron.— 
862. 


Report of Three 


Seizures. 


Pre- 


Bacterial Endocarditis Septicemia During Puerperium: Case. 
S. Koletsky, Cleveland.—p. 866. 
Some Early Recollections. C. Ginn, Dayton.—p. 868. 

Control of Trichinosis.—Shaffer points out that in the 
last ninety-four years the mortality rate for trichinosis cases 
has decreased from 15.4 per cent during 1842-1914 to 4.4 per 
cent during 1926-1936. This indicates that more mild cases 
are being diagnosed and reported now than formerly. Either 
these cases were formerly overlooked or else they occur more 
frequently. Assuming the latter, it may be due to the fact that 
now pork products are usually made up from several hogs by 
modern processing and thus the products from the infected hog 
are more widely dispersed and the chance of infecting more 
people is greater than formerly, while at the same time the 
infection is less severe. On the basis of the 10,424 diaphragm 
examinations that have been made, 960,000 persons in Ohio are 
infected with Trichina spiralis. This average percentage applied 
to living populations would mean that 17,000,000 people in this 
country are so infected. The author believes that many cases 
of so-called intestinal “flu” may be abortive cases of trichinosis ; 
the symptoms are quite similar. There is a definite seasonal 
fluctuation, with the peak in the winter months, primarily fol- 
lowing the winter holidays, owing to the fact that large popu- 
lations of foreign descent continue to crave meat preparations 
containing at least some pork. These cold raw or partially 
cooked meat products are most frequently responsible for 
trichinosis infection. States having the highest morbidity rate 
are those of the extreme eastern and western sections. Trichi- 
nosis is probably a greater problem in the United States 
than in any other country. Evidence to this effect was avail- 
able fifty years ago but was overlooked, disregarded or mis- 
interpreted. Many public health officials believe that trichinosis 
is one of the most important public health problems today. The 
public should be warned to cook not only pork but all meats 
thoroughly. If municipalities continue to countenance the gar- 
bage feeding industry, legislation should be instigated requiring 
cooking of all garbage before it is fed to swine or other stock. 
Since the annual pig crop is consumed annually, any improve- 
ment in feeding and marketing put into effect one year should 
have its results in control the succeeding year. 


Oklahoma State Medical Assn. Jour., Oklahoma City 
34: 373-418 (Sept.) 1941 
Discussion of Certain Physiologic Problems in Treatment of Peptic Ulcer. 
W. P. Fite, Muskogee.—p. 373. 
Etiology and Management of Contraction Ring Dystocia. 
berger, Memphis, Tenn —P. 375. 
Fevers of Obscure Origin in Early Life. 


J. R. Rein- 
W. M. Taylor, Oklahoma City. 


—p. 379. 

—_ Everyday Problems in Pediatric Practice. C. W. Arrendell, Ponca 
ity.—p 

gc of Congenital Absence of Vagina. L. Sadler, Oklahoma 
City.—p. 382. 

Heparin: Its Practical Use in Thrombosis and Embolism. P. M. 


Schreck, Tulsa.—p. 386 


Quarterly J. of Studies on Alcohol, New Haven, Conn. 


2:1-240 (June) 1941. Partial — 

Alcohol and Epilepsy. W. G. Lennox, Boston.—p. 

Alcoholism at Boston City Hospital. M. Moore a M. Geneva Gray, 
Boston.—p. 18. 

“Adaptation” of Central Nervous System to Varying Concentrations of 
Alcohol in Blood. I. A. Mirsky, P. Piker, M. Rosenbaum an 
H. Lederer, Cincinnati.—p. 35. 

Vitamin Deficiencies and Liver Cirrhosis in Alcoholism: Parts IV, V 
and VI. N. Jolliffe, H. Wortis and M. H. Stein, New York.—p. 73. 

Alcohol Addiction and Its Treatment. K. M. Bowman, New York, and 
E. M. Jellinek, New Haven, Conn,—p. 98. 


A 
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Southern Medical Journal, Birmingham, Ala. 


34:789-898 (Aug.) 1941. Partial Index 


Management of Old Contractures of Upper Extremity hg yy from 
Third Degree Burns. R. Jones Jr., Durham, N. C.—p. 789 

Cancer of Rectum, Sigmoid and Anus: Review of Forty Cases Seen 
se Year 1939. H. T. Hayes and H. B. Burr, Houston, Texas. 

6. 

Practical Consideration of ~ in of Sigmoid and Rectum. A. S. 
Graham, Richmond, Va.—p. 812. 

Protracted Roentgen Therapy of Malignancies, Particularly of Head and 
Face. D. A. Rhinehart and B. A. Rhinehart, Little Rock, Ark.— 
p. 820. 

Vesical Dysfunction from Lesions of Cauda Equina: Physiology of 
Micturition. L. G. Lewis, Baltimore.—p. 

Stokes-Adams Syndrome: Report of Two Cases Treated with Metrazol. 
M. Myres, Daytona Beach, Fla.—p. 8 

Engineering in Malaria Control. C. Kiker, Wilson Dam, Ala.— 

839. 


Sipetaiaani Wells: Their Use in Study of ee Table in Relation 
to Malaria Control Drainage Program. D. B. Lee, Jacksonville, Fla. 
—p. 840. 


Early Treatment of Squint. O. Wilkinson, Washington, D. C.—p. 844. 

Résumé of Conservative Sinus Management. J. H. Moore, Huntington, 
a.— 

Atopic Factor in Urticaria. B. Swinny, San Antonio, Texas.—p. 855. 

Indications for Sulfonamide Derivatives in Treatment of Asthma. C. K. 

eil an . Climo, Montgomery, Ala.—p. 858. 

Eczema in Infancy and Childhood. Katherine Bain, St. Louis.—p. 863. 

Observations on Atopic Dermatitis. L. M. Smith and R. P. Hughes, 
aso, Texas.—p. : 

Ureteral Stricture: G. L. Hunner, Balti- 

more.—p. 885. 


Its Frequency and Diagnosis. 


Surgery, St. Louis 
10: 369-534 (Sept.) 1941 


Bacteriology of Peptic Ulcers and Gastric Malignancies: Possible Bear- 
ing on Complications Following Gastric Surgery. G. P. Seley and 
R. Colp, New York.—p. 369. 

Leiomyoma Malignum of ak: F. Christopher, E. L. Benjamin and 
L. W. Sauer, Evanston, Ill.—p. 381. 

Effect of Colloidal Aluminum Hydroxide on Certain Aspects of Blood 
Coagulation. M. T. Fliegelman, Lillian M. Panzer and J. E. Rhoads, 
Philadelphia.—p. 387. 


*Peritoneoscopy: Analysis of 150 Cases. C. B. Olim, Memphis, Tenn.— 


p. ‘ 
Self-Introduced Foreign Body Perforating Large Bowel: Operation with 


Recovery. P. Thorek, Chicago.—p. 405. 

Excision and/or Proximal Ligation of Extraosseous Thrombophlebitis in 
Treatment of Acute Hematogenous Osteomyelitis with Positive Blood 
Culture. A. O. Wilensky, New York.—p. 409. 

Mesodermal Mixed Tumors of Corpus Uteri: Report of Case with 
Review of Literature. R. J. Lebowich and H. E. Ehrlich, Gloversville, 
N. ¥.—p. 411. 

cots Intracerebral Hemorrhage with Clot Formation: Report of 
Six Operative Cases. R. M. Klemme, St. Louis.—p. 434. 

*Diagnosis and Treatment of Subdural Hematomas. H. C. Voris, Chicago. 

447 


Reconstructive Otoplasty. P. W. Greeley, Chicago.—p. 457. 
Chronic Undermining Burrowing Ulcer: Report of Case Treated by 
Local Applications of Sulfanilamide. E. L. Besser and J. W. Dulin, 


Iowa City.—p. 462. a 
Abscess of Lung: Bronchopulmonary Segment, Basis for Clinical 
465. 


Localization. A. Glass, New York.—p. 4 
Simultaneous Bilateral Spontaneous Pneumothorax: Discussion of Its 

Mechanism and Report of Case. C. Waltman and J. E. Leach, New 

York.—p. 476. 

Peritoneoscopy.—Olim carried out peritoneoscopy in 150 
cases. A follow-up of the 150 patients reveals that the diag- 
noses of 44 have been proved at necropsy, operation or biopsy. 
The clinical diagnosis was correct in 24 of these 44 patients 
and the peritoneoscopic diagnosis in 40. These figures com- 
pare closely with those compiled by Ruddock. The peritoneo- 
scopic accuracy should remain consistently high if the cases to 
be examined are properly selected. Only those organs which 
either lie superficially in the peritoneal cavity or may be 
brought into location by postural changes or manipulation are 
amenable to visualization. The most satisfactory peritoneos- 
copy results are obtained in hepatic cirrhosis, hepatic malig- 
nant growths, tuberculous peritonitis, peritoneal malignant 
changes, ectopic pregnancy, intraperitoneal hemorrhage, patho- 
logic changes within the pelvis and in determining the opera- 
bility of gastric cancer. Three accidents occurred among the 
150 patients, only 1 of whom died. Many of the patients 
examined were bad risks subjected to peritoneoscopy with the 
hope that laparotomy could be avoided. Compared with laparot- 
omy, peritoneoscopy is a minor procedure followed by little 
discomfert. It is economically important since the patient is 
hospitalized for only one day. Peritoneoscopy will not supplant 
laparotomy but it will often show operation to be unnecessary 
and vice versa. The four peritoneoscopic errors were (1) the 
diagnosis of ovarian cyst proved at operation to be a_ tubo- 
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ovarian abscess, (2) failure to recognize an acute yellow atrophy 
of the liver in a boy, (3) peritoneoscopic diagnosis of abdominal 
Hodgkin’s disease proved at necropsy to be a metastatic car- 
cinoma and (4) the inability to determine the nature of a deeply 
situated abdominal mass which operation revealed to be a 
carcinoma of the mesentery. 

Subdural Hematomas.—Voris discusses a series of 35 con- 
secutive subdural hematomas in which operation was performed 
with a mortality of 43 per cent. The mortality was 24 per 
cent (9 patients) for those patients operated on more than three 
days after injury. Clots were removed from 34, and in 1 the 
clot was not found on the side indicated by the neurologic signs 
and the other side was not explored. Necropsy was performed 
by the coroner’s physician on 5 of the patients operated on 
within three days; cerebral contusion or laceration was present 
in all. One of these was a patient with bilateral subdural clots 
who had two explorations a week apart and died from menin- 
gitis after the second exploration. Necropsy was performed on 
5 of the 6 patients who died and had been operated on more 
than three days after injury. In 1 of these an unrecognized 
clot on the side opposite to that explored was present. The 
other 4 had pulmonary pathologic changes of bronchopneumonia 
or pulmonary abscess thought to be the cause of death. The 
mortality was very high (9 of 10 patients) in the acute or early 
that is, in unencapsulated clots operated 
on within three days of injury. These clots are often associated 
with cerebral injury. The mortality is also high in old people. 
Chronic or late subdural hematomas in the young or the middle 
aged without associated systemic disease have a good prog- 
nosis if operated on before increased intracranial pressure has 
rendered the patient moribund. Exploration should always be 
bilateral, especially if no clot is found on the first side explored. 
Two deaths in the present series ensued because this was not 
done. If the brain does not expand to fill the space previously 
occupied by the evacuated clot, measures such as filling the 
subdural space with distilled water to induce expansion must 
be instituted. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
49:467-526 (Sept.) 1941 
= Experiences with Diethylstilbestrol. W. M. Wilson, Portland, 
re 467. 
Clinical Effects of Stilbestrol: 
Portland, Ore.—p. 476. 
Clinical Report on Stilbestrol. 
478. 


“Adaptation” Phenomenon. B. Vidgoff, 
J. C. Brougher, Vancouver, Wash.— 


Pp. 

“Appendicitis; Study of Diagnostic Error Showing Hazards of Deferred 
Operation. H. M. Nichols, Portland, Ore—p. 480. 

Severe Hypoglycemia Due to, Islet Adenoma of Pancreas with Surgical 
Cure. W. L. Winters, P. Gottardo and R. W. McNealy, Chicago.— 
p. 488. 


*Graves’ Disease with Dissociation of Thyrotoxicosis and Ophthalmopathy. 
S. Hertz, J. H. Means and R. H. Williams, Boston.—p. 493. 
Liver Damage in Thyroid Disease. V. E. Chesky, C. R. Schmidt and 
R. Walsh, Halstead, Kan.—p. 499. 

Prevalence of Mild Hypothyroidism with Normal Metabolic Rate. H. J. 
Vandenberg, Grand Rapids, Mich.—p. 508. 

Pentothal Sodium Oxygen Anesthesia in Thyroid Surgery. C. N. 
Carraway, Birmingham, Ala., and T. C. Davison, Atlanta, Ga.—p. 514. 
Diethylstilbestrol.—W ilson discusses the therapeutic results 

and side reactions in 202 women treated with diethylstilbestrol 
during the last two years and seen by him on the average of 
once a week while receiving the drug and for various periods 
thereafter. The average effective dose of diethylstilbestrol for 
the treatment of most symptoms of the climacteric is 1 mg. 
daily by mouth or 1 mg. intramuscularly twice a week. Topical 
applications of the drug in hydrous wool fat ointment is often 
effective for controlling pruritus vulvae and leukoplakic vulvitis. 
Mild recurrences within six weeks to six months were common, 
but resumption of topical therapy relieved the conditions. 
Diethylstilbestrol is more potent and less expensive, though 
possibly more toxic, than natural estrogens. Diethylstilbestrol 
is similar to other estrogens in that the favorable results that 
it elicits are rarely permanent. Nausea, vomiting and uterine 
bleeding were the chief side reactions among the 202 patients. 
As a rule they were transient, and complete withdrawal of 
the drug was not necessary. These and other side reactions 
subsided promptly after the drug was withdrawn. Women 


suffering from estrogen deficiencies tolerated larger doses of 
diethylstilbestrol with little if any gastrointestinal disturbance. 
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Mammary development and uterine enlargement were followed 
by irregular cycles of uterine bleeding in 3 or 4 cases of infantil- 
ism with primary amenorrhea. 

Appendicitis.—Nichols attempts to evaluate some of the 
dangers that may accompany deferred operation in ruptured 
appendicitis. The greatest danger lies in the difficulty of diag- 
nosing the exact preoperative state of the appendix. In his 
analysis of the data of 215 cases of acute appendicitis admitted 
to the Pfeiffer Surgical Clinic the author shows statistically 
what reliance may be placed on the usual diagnostic procedures, 
what diagnostic errors will be made and what results may be 
expected when signs and symptoms of acute appendicitis are 
present. The classification that he has adopted includes simple 
acute unruptured appendicitis, ruptured appendicitis with abscess 
formation and ruptured appendicitis with generalized peritonitis. 
When early operation has been undertaken in such cases, an 
average of between 1 in 5 and 1 in 10 of the acutely inflamed 
appendixes removed will be reported by the pathologist as 
chronically infected. If a diagnostic error is assumed in every 
case in which appendectomy was performed for acute appendi- 
citis and the infection was chronic, the total error was 15 per 
cent. If those in which some concomitant pelvic pathologic 
change was found are ‘excluded, the chronic cases have little to 
distinguish them from the acute group. Perhaps many of them 
were acute appendicitis with only minor abscesses, which were 
overlooked by the pathologist making only one section for 


microscopy. The series does not include some 35 or 40 cases . 


of typical chronic appendicitis admitted over the same period. 
About one fifth of the diagnostic errors were made by 7 cases 
of ruptured ovarian cyst simulating appendicitis. In general, 
pathologic changes in the pelvis, excluding specific pelvic inflam- 
matory disease, are apt to be more chronic than appendicitis. 
When a patient with some asymptomatic pelvic condition sud- 
denly has an atypical attack of appendicitis, the possibility of 
diagnostic error increases. The inflammation of 8 such appen- 
dixes was “acute or subacute” and of 3 “chronic.” There were 
3 additional cases of acute appendicitis complicating pregnancy. 
Other cases in which exploration was done for possible appendi- 
citis included 1 of lead poisoning, 1 of diabetes, 1 of mesenteric 
adenitis, 2 of pelvic inflammation, 1 of acute cholecystitis and 
1 of pyelitis. Far more important than the nephroureteral, 
pelvic and miscellaneous conditions that may mimic appendicitis 
are the other more often fatal acute surgical diseases of the 
right lower abdomen, such as terminal ileitis, perforated ulcer, 
acute cholecystitis, strangulated hernia and omental torsion. The 
mortality is much higher among misdiagnosed cases of appendi- 
citis than among the typical cases. Thus only 2 of the 5 
fatalities among the author’s series of. patients were diagnosed 
correctly, the wrong diagnoses being perforated ulcer, acute 
infection of the gallbladder and strangulated hernia with reduc- 
tion en bloc. Early operation with utilization of the best present 
day measures is a safer procedure for most surgeons than the 
deferred operation; the latter method should be reserved for 
use in institutions treating large numbers of cases of ruptured 
appendicitis under optimal conditions. 

Exophthalmic Goiter.—Hertz and his associates discuss 
cases of exophthalmic goiter in which the ophthalmopathy and 
the thyrotoxicosis vary independently or inversely; that is, the 
thyrotoxicosis may be lessening or absent while the eyes are 
getting worse. In their experience these cases constitute per- 
haps 4 per cent of all cases of exophthalmic goiter. The treat- 
ment of such patients should be different from those having 
the classic form of the disease, as the eyes and not the thyro- 
toxicosis present the major therapeutic problem. Treatment 
should aim to relieve orbital swelling, not thyrotoxicosis, which 
may be absent, and it should not include only local measures 
but should attempt to break the vicious circle and restore 
hormone balance. More specifically, measures promoting deple- 
tion (thyroid hormone) seem indicated and those promoting 
water retention (thyroidectomy) seem contraindicated. However, 
sometimes a significant degree of thyrotoxicosis demanding 
treatment may coexist and then the thyrotoxicosis must be dealt 
with, when irradiation of the thyroid is preferable to ablation. 
The effect of irradiation is exerted slowly; thus there is more 
time for readjustment and the eyes are subjected to less risk 
of an acute exacerbation. Thyroidectomy should be resorted to 
only when the thyrotoxicosis cannot be controlled by other 
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means. Having made the diagnosis of this special ophthalmic 
type, the authors’ usual treatment would be first to hold the 
basal metabolic rate as low as possible by iodine administration 
and to add to this as large a ration of thyroid as can be given 
without producing hyperthyroidism. The metabolic action of 
the two agents cancel out, but the desired diuretic action of 
thyroid is not opposed by iodine. The eyes must be safeguarded. 
Orbital decompression is indicated if and when the integrity of 
the conjunctiva or cornea is threatened or if vision is diminish- 
ing. This palliative procedure may be eye saving and even life 
saving. The prevalent ocular signs in the classic type of the 
disease are exophthalmos, lid lag, lid retraction and the usual 
signs described in the older literature. In the special type the 
accent is on edema and irritative phenomena, relatively slight 
proptosis, marked periocular edema and chemosis of the con- 
junctiva, sometimes with massive swelling. Injection of the 
conjunctiva is commor and the patient complains of smarting 
and excessive lacrimation. Often a thick ridge of edematous 
tissue above the upper lid, projecting like a finger toward the 
inner canthus, is present. Ophthalmoplegia and the resulting 
visual symptoms, such as diplopia, are common in the special 
type. 


Wisconsin Medical Journal, Madison 
40:553-652 (July) 1941 
M. C. Rosekrans, Neillsville. 


Sadenesany Aids of Value in Diagnosis of Traumatic Shock and Internal 
Hemorrhage with Brief Reference to Use of Blood Plasma as Thera- 
peutic Agent. . S. Williamson, Green Bay.—p. 570. 

Congenital, Developmental and Acquired Characteristics of Spine and 
Their Relation to Injury. M. L. Jones, Wausau.—p. 574. 

Influenzal Meningitis Treated with Sulfanilamide and Spinal Drainage: 
Recovery. M. M. Baumgartner and T. O. Nuzum, Janesville.—p. 579. 

Comments on Treatment: Prevention of Bleeding in Newborn. A. J. 
Quick, Milwaukee, and M. H. Seevers, Madison.—p. 581. ‘ 


Yale Journal of Biology and Medicine, New Haven 
13:563-714 (May) 1941 


The Influence of Samuel W. Johnson on the Chemistry of Proteins. 
H. B. Vickery, New Haven, Conn.—p. 563. 

Germicidal Action of Hydrogen Ion and of Lower Fatty Acids. 
Cowles, New Haven, Conn.—p. 571. 

Brain in Experimental Vascular Disease. M. C. Winternitz, R. Katzen- 
stein, E. Mylon, J. P. Murphy and H. M. Zimmerman, New Haven, 
Conn.—p. 579. 

Studies on Relation of Kidney to Cardiovascular Disease: III. Tissue 
Extracts and Thrombosis. M. C. Winternitz, E. Mylon and R. Katzen- 
stein, New Haven, Conn.—p. 595. 

Investigation of Action of Manganese on Uterus Pertinent to Its Use 
in Dysmenorrhea. E. R. Smith, Meriden, Conn.—p. 623. 

Platybasia: Report of Two Cases. P. J. Laube, New Haven, Conn., 
and O. A. Turner, New York.—p. 643. 

Experimentai Production of Apical Lesions of Teeth in Monkeys, and 
Their Relation to Systemic Disease. H. Genvert, New York; 
H. Miller, Philadelphia, and C. G. Burns, Brooklyn.—p. 649. 

Ac..te Pneumonitis: Report of Eighty-Seven Cases Among Adolescents. 
J. R. Gallagher, Andover, Mass. a. 663. 

Experimental Tuberculosis in Mice. B. Gerstl and R. M. Thomas, New 
Haven, Conn.—p. 679. 

Vaccinial Infection of Fowls of Different Ages in Relation to Antiviral 
Power of Blood. F. Duran-Reynals, New Haven, Conn.—p. 693. 
Abnormal Fin:lings in 246 Consecutive Autopsies on Monkeys, Margaret 

A. Kennard, New Haven, Conn.—p. 701. 


13:715-892 (July) 1941 
Advent of Modern — in Philadelphia, 1800-1850. R. H. Shryock, 
Philadelphia.—p. 715 
New Frame for Metabolism, J. P. Peters, New Haven, Conn.—p. 739. 
Growth Inhibition Produced in Rats by Oral Administration of Sodium 
Benzoate: Effects of Various Dietary Supplements. A. White, New 


Haven, Conn.—p. 
J. R. Gallagher, Andover, 


Acute Pneumonitis: 
Mass. —p. 769. 

Changes in Field Properties of Mise with Transplanted Tumors. H. S. 

urr, New Haven, Conn.—p. 

Studies on Relation of Kidney to ERE Disease: IV. Tolerance 
and Pressor Agent of Kidney Extracts. M. C. Winternitz, E. Mylon 
and R. Katzenstein, New Haven, Conn.—p. 789. 

Tuberculosis and Tuberculin Tests in Subhuman Primates. 
A. Kennard and M. D. Willner, New Haven, Conn. —p. 795. 

Effect of Histamine Injections on Blood Eosinophilia in Allergic Patients. 
R. E. Kaufman, New York.—p. 813. 

Changes in Structure of Developing Tooth in Rats Maintained on Diet 
Deficient in Vitamin A. C. G. Burn, Brooklyn; A. U. Orton and 

H. Smith, Detroit.—p. 817. 

Roentgenologic Survey of Pelvis. H. Thoms and H. M. Wilson, New 

ven, Conn.—p. 831. 

Reaction of Genital Tissues of Female Mouse to Local Application of 
Colchicine. W. L. Williams, New Haven, Conn.; Kathryn F. Stein, 
Holyoke, Mass., and E. Allen, New Haven, Conn.—p. 841. 

Objectives of Medical Education: Introduction to Consideration of 
Curriculum. §S. C. Harvey, New Haven, Conn.—p. 847. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Medical Journal, London 
2:217-254 (Aug. 16) 1941 

Anaerobic Cellulitis and Gas Gangrene. G. Qvist.—p. 217. 

Further Observations on Antiseptic Snuffs. M. E. Delafield and Edith 
Straker.—p. 221. 

Jugular Thrombosis After Tonsillitis. R. L. Flett.—p. 223. 

Economy in Treatment of Impetigo and Scabies. R. W. Carslaw and 
J. A. Swenarton.—p. 225. 

Root Vegetables as Antiscorbutics in Infant Feeding. D. M. Mathews 
and A. L. Bacharach.—p. 226. 

Systemic Factors Influencing Wound Healing. W. G. Waugh.—p. 236. 


Lancet, London 
2:177-206 (Aug. 16) 1941 

*Further Observations on Penicillin: Growth, Assay, Production, Bac- 

teriostatic Action, Effect on Cells, Absorption and Excretion and 

Therapeutic Trial. E. P. Abraham, E. Chain, C. M. Fletcher, A. D. 

Gardner, N. G. Heatley, M. A. Jennings and H. W. Florey.—p. 177. 
Dry After-Treatment of Infected Hands. H. Bailey.—p. 189. 
Plasma Utilization in Serum Processing. L. E. R. Picken.—p. 190. 

Growth and Production of Penicillin —Abraham and his 
colleagues discuss the bacteriostatic action of penicillin (a mold 
produced substance) against certain organisms that Chain and 
his co-workers described in 1940. The mold will grow and 
produce penicillin on a variety of mediums. The medium, 
sterilized by autoclaving, is sown with a spore suspension. 
Penicillin production is usually at its maximum at about pa 7. 
The pu, which rises slowly as the mycelium becomes more 
faded, is perhaps the most useful gage of the growth of 
penicillin, apart from an assay for antibacterial activity. The 
rate of development depends largely on the depth of the medium. 
After trying many types of containers for large scale produc- 
tion, the authors found a spout ceramic vessel 6 by 22 by 
27.5 cm. satisfactory. The vessels are glazed on the inside. 
The production of penicillin is as follows: One liter of medium 
fills the vessels to a depth of about 1.7 cm. When a batch of 
vessels is first set up the medium (containing 10 per cent of 
yeast extract) is sterilized in the vessels, which are then inocu- 
lated with a few drops of a spore suspension and incubated at 
24 C. Apart from an occasional test the vessels are not touched 
until the medium is ready to be harvested. The penicillin- 
containing fluid is withdrawn by suction from the vessels and 
replaced with fresh culture medium. Penicillin can be extracted 
from the culture medium by ether, amyl acetate or certain other 
organic solvents from an aqueous solution whose pa has been 
adjusted to 2. Batches of 3 liters of the penicillin-containing 
solvent are extracted with five successive amounts of 300 cc. 
each of water, baryta being used to adjust the fu to 6.5 or 7. 
After these extractions and filtering the penicillin is extracted 
back into pyrogen-free water saturated with ether, sodium 
hydroxide being used to adjust the pu. The strong aqueous 
ether extract is stable. It is stored as it is in the refrigerator 
or is dried by the lyophilic method and kept in a desiccator. 
The voluminous yellow penicillin powder is hygroscopic. In 
dispensing the material for intravenous injection it is assumed 
that the ether-containing solution is sterile. Before use most 
of the ether must be removed by suction. 


Bacteriostatic Action of Penicillin.—The authors tested 
the in vitro bacteriostatic action of penicillin on many patho- 
genic organisms. Its bacteriostatic action resembled sulfon- 
amide drugs, with the following differences: 1. The bacterio- 
static power of penicillin against streptococci and staphylococci 
is much greater. Saturated watery solutions of sulfapyridine 
and sulfathiazole show no complete inhibition on an assay plate, 
whereas penicillin at 1: 500,000 gives an appreciable clear zone. 
2. The action of penicillin on streptococci and staphylococci, 
unlike that of the sulfonamides, is influenced to only a minor 
extent by the number of bacteria present. Even when several 
million staphylococci or streptococci are present in 1 cc. of 
medium their multiplication is completely inhibited by penicillin 
in a concentration as low as 1: 1,000,000, while in heavily 
infected wounds the sulfonamide drugs seem to have but little 
effect. 3. In suppurating wounds the bacteriostatic power of 
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penicillin against streptococci and staphylococci, contrary to the 
sulfonamides, is not antagonized by hydrolytic protein break- 
down products or products of tissue autolysis or pus. 

Effect on Cells and Tissue of Penicillin.—Penicillin in 
a concentration of 1: 500 did not appear to embarrass leukocyte 
activity in vitro. Leukocytes will remain completely active in 
any concentration of penicillin likely to be reached after intra- 
venous injection. The effect of local application has been tried 
on tissue of the central nervous system of 2 rabbits under pento- 
barbital sodium anesthesia. Neither rabbit showed any func- 
tional disturbance after the anesthetic wore off. Its effect on 
the cerebral tissue of 3 rabbits was studied, and again no lesions 
attributable to the penicillin were discovered. These results, in 
conjunction with those on leukocytes, strongly suggest that local 
application of strong solutions of penicillin should prove innocu- 
ous to tissue cells. 

Absorption and Excretion of Penicillin.—According to 
Abraham and his colleagues, penicillin is absorbed after sub- 
cutaneous injection in mice, from the intestine in rats, and anti- 
bacterial activity appears in the urine secreted subsequently. 
Its absorption and excretion have been further investigated on 
rabbits, cats and man. No activity could be detected in the 
blood of the rabbit at the end of half an hour after 400 units 
intravenously, while in the cat after the same dose the blood 
was antibacterial for at least one and a half hours. After duo- 
denal introduction there was no activity in the blood and little 
in the urine of the rabbit, whereas in the cat activity could be 
detected in the blood and there was considerable excretion. 
Man appears to be in both instances more like the cat. By 
whatever route penicillin is administered, not all the active sub- 
stance appears in the urine. It is not clear where this “loss” 
occurs. It is not known whether the material excreted in the 
urine is changed in any way. It still has a high antibacterial 
titer and has been used again for injection into patients without 
ill effect. Material partially purified but containing pyrogen is 
freed from this impurity by passage through the body. 

Clinical Use of Penicillin.—Penicillin was administered 
intravenously to 6 patients with staphylococcic or streptococcic 
infections and locally to 4 patients with ocular inflammations. 
Five of the first 6 patients had previously been given various 
forms of chemotherapy and some also had received surgical 
treatment. They were patients for whom no further treatment 
likely to be of benefit could be proposed. After treatment with 
penicillin the temperature fell and the general and local con- 
dition improved. Recrudescence was attributed to insufficient 
penicillin. The patients’ spirits and appetite were greatly 
improved during treatment. Local application gave equally 
promising results. The authors believe that enough evidence 
has been assembled to show that penicillin is a new and effec- 
tive type of chemotherapeutic agent and that it possesses two 
properties not had by any other antibacterial substance—low 
toxicity to tissue cells and powerful bacteriostatic action. It 
prevents growth of a wide range of bacterial species, some of 
the most common and destructive organisms with which man 
may be infected. Its bacteriostatic action is interfered with in 
no way by body fluids or pus and only to a limited extent by 
heavy infections. 

2:207-236 (Aug. 23) 1941 
Morbid Red Cell Development and Treatment of Anemia. M. C. G. 
Israéls.—p. 207. 


*Motor Neuron Degeneration Treated with Vitamin E. C. Worster- 
Drought and J. Shafar.—p. 209. 

Modified Insulin Therapy in War Neuroses. 
Craske.—p. 212. 

Acute Ulcerative Stomatitis: Three Unusual Cases. 
H. M. Graham and L. P. Lansdown.—p. 214 

Calcium and Phosphorus Studies in Myxedema. 
p. 216. 


Vitamin E for Nervous Disorders.—Worster-Drought 
and Shafar gave daily 18 or 30 mg. of vitamin E (a-tocopherol 
acetate) to 25 patients with motor neuron degeneration (pro- 
gressive muscular atrophy, amyotrophic lateral sclerosis and 
lesions of the pyramidal tract or progressive bulbar paralysis). 
Treatment lasted for five to ten months. Animal studies show 
that muscular dystrophy and degenerative changes in the central 
nervous system may develop as a result of vitamin E deficiency. 
The nature and extent of the lesions vary with the class and 
age of the animal. Among the 25 patients there were 9 with 
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bulbar paralysis showing the usual symptoms of dysarthria and 
dysphagia, with glossolabial paralysis and various degrees of 
spinal motor neuron degeneration; that is, atrophy of the 
intrinsic muscles of the hands, fibrillation in some groups of 
muscles or early paraplegia with extensor plantar reflexes. 
While still under treatment 3 of these patients died, and in the 
other 6 a steady increase in paralysis was noticed even during 
treatment: only 1 patient showed some improvement in well- 
being in spite of a progressive neurologic condition. Of the 
9 patients with progressive muscular atrophy treated for six 
to nine months, the disease in 5 progressed, there was no change 
in the symptoms or physical signs of 1, in 2 there appeared to 
be some improvement in gait with a raised level of general 
health, and 1 case remained more or less stationary but with 
a more cheerful outlook. Of the 7 patients with amyotrophic 
lateral sclerosis in whom paraplegia of upper neuron type was 
the predominant clinical manifestation, 5 showed evidence that 
the disease was steadily advancing (1 in spite of some advance 
in muscular atrophy had a striking amelioration in general 
health and mental outlook), and in 2 the clinical condition had 
definitely improved. The authors assume that the favorable 
response in the spastic paraplegia and muscular atrophy was 
due to the vitamin E therapy. Psychologic factors may have 
somewhat influenced the improvement of 1 of the patients. The 
unexpected and pronounced favorable effect on the general 
vitality and emotional tone in 9 of the 25 patients might partly 
be attributed to the institution of a definite line of treatment, 
but it is also possible that vitamin E may act as a stimulant to 
general health and give rise to a feeling of well-being in states 
of depression. The authors believe that Bicknell’s statement 
“that vitamin E appears to be one of the great advances in 
general medicine of the century” is premature. The therapy is 
in too early a stage to draw any definite conclusions, and its 
value in neuromuscular disorders remains speculative. 


Ophthalmologica, Basel 
101:257-320 (May) 1941 
*Cystine Disease During Childhood with Special Reference to Ocular 
Changes. E. Birki.—p. 
Investigations on Etiology ot Trachoma. S. Ochi.—p. 272. 


Curvature of Eyeball and Taking Casts of Living Eye for Preparation 
of Contact Glasses. G, Mihalyhegyi.—p. 290. 


101:321-380 (June) 1941 


Uveomeningitic Syndrome: Study of Harada’s Disease. A. Rubino.— 


“Cystine Disease During Childhood with Special Reference to Ocular 

Changes. E. Birki.—p. 331. 

Investigations on Etiology of Trachoma. S. Ochi.—p. 355. 
Temporary Deformity of Pupil after Accidental Local Contusion of Eye- 

ball. <A. Bakker.—p. 364. 

Cystine Disease with Ocular Symptoms in Childhood. 
—Biirki discusses a boy with a disturbance in the cysteine- 
cystine metabolism (cystine storage disease). The clinical 
aspects of the disease were those of renal dwarfism or renal 
rickets. The general examination revealed nothing which would 
indicate the true nature of the disease. The ophthalmologic 
examination disclosed crystalline deposits in conjunctiva and 
cornea which had never been described hitherto. Microchemical 
examination of an excised piece of conjunctiva militated 
strongly for the cystine nature of the crystals. Thus it was 
the eye examination which made probable the diagnosis of 
cystine disease. The boy died of uremia. The pathologico- 
anatomic, histologic and chemical examinations corroborated 
the suspected clinical diagnosis of cystine diathesis with renal 
dwarfism or severe renal rickets, chronic glomerular and inter- 
stitial nephritis, terminal uremia, heavy cystine deposits in the 
_ mesenchyma of many organs, particularly the eyes, and storage 
in the reticuloendothelial system. The cystine diathesis is prob- 
ably caused by a lack or by deficient decomposition of cysteine 
(deaminization). The resulting excess of cysteine and cystine 
in the growing organism causes severe sequels, such as dwarf- 
ism, chronic nephritis with secondary renal rickets and uremia. 
It is to be assumed that among the earlier reported cases of 
renal dwarfism, particularly of the infantile form, there were 
cases of defective cysteine-cystine metabolism. Slit-lamp exami- 
nation of the cornea would doubtless be valuable in the differen- 
tial diagnosis of such cases. 
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Schweizerische medizinische Wochenschrift, Basel 
71:677-700 (May 31) 1941 
*Contribution to ag a of So-Called Idiopathic Choledochus Cyst. 

J. Bangerter.—p. 677 

Electrocardiographic Changes During Icterus. M. S. Meier.—p. 679. 

Contribution to Physiology and Pathology of Erythrocytes. C. Dreyfuss. 
—p. 682. 

Normal Capillary Fragility in Human Subjects: 
mination. ey.— 85. 

Investigations on Action of Antineuralgic Preparations on Cutaneous 
Sense Organ of Human Subjects. E. Grunthal.—p. 689. 

Simple and Practical Method of Exploration of Ureosecretory Function 
of Kidney: Hemato-Urinary-Ureal Ratio of Cottet. R. Junet and 
G. Meyrat.—p. 690. 

Lymphosarcoma and Feeding with Irradiated Dry Milk. W. Hoffmann, 
—p. 695. 


71:733-756 (June 14) 1941. Partial Index 
“Contribution to of So-Called Idiopathic Choledochus Cyst. 

J. Bangerter.—p. 733 
*Chemotherapy of Wounds by Preparation 4029-9 (a Sulfanilamide Deriva- 

tive). <A. Jentzer and R. Madjzoub. —p. 737. 

Experiences with Sulfathiazole in Pediatrics. W. Trachsler. —p. 744. 
Roentgenologic Aspects of Small Intestine in Nontropical Sprue. H. W. 
Hotz and W. G. Deucher.—p. 748. 
Cholinesterase and Mono-Aminoxydase 

H. Birkhauser.—p. 750. 

Idiopathic Choledochus Cyst.—Bangerter reports two 
cases of idiopathic cyst of the choledochus, a circumscribed, 
ampulla-like dilatation of the median and upper portions of the 
duct. This is not to be confused with a general cylindric 
dilatation observed in mechanical obstruction. The difference 
is important because it constitutes evidence against the theory 
of mechanical pathogenesis of the idiopathic cyst. A _ con- 
genital malformation is assumed to be the cause of an idio- 
pathic cyst. Secondary causes are required to stimulate the 
growth of the corfitenital dilatation and to produce symptoms. 
Stenosis of the distal portion of the choledochus, which is like- 
wise often congenital, is one of the most important. Functional 
disturbances such as dyskinesia, hypertension or spasms of the 
sphincter of Oddi or of sphincter papillae may cause repeated 
mild stasis and thus enlarge the congenital cyst and gradually 
produce symptoms. Inflammation may also play a part. Abnor- 
malities in the distal portion of the duct, such as abnormal 
direction, sharp bends, valves and folds, are not causes but 
rather results of the cyst. In the author’s first case there was, 
in addition, a cyst of the pancreas. This suggests a common 
etiology and a close relationship in the development of both 
ducts. Diagnosis of idiopathic dilatation of the common bile 
duct is difficult because of the variability of the clinical picture. 
Typical cases are characterized by tumor and pain in the right 
epigastrium and by icterus. Icterus is the most constant symp- 
tom. Acute peritoneal symptoms are present when the cystic 
contents are infected. The general condition is often severely 
impaired. The onset is frequently insidious. Echinococcosis 
of the liver, pancreatic, retroperitoneal or ovarian cysts, hydro- 
nephrosis, pregnancy, and gallstones are to be considered in the 
differential diagnosis. Surgery offers the only effective therapy. 
Puncture has been abandoned because it may cause peritonitis 
and is ineffective. Two stage choledochoduod t has a 
high mortality. Total extirpation of the dilated portion of the 
duct with hepatoduodenostomy may exceptionally produce a 
cure but is too radical in the presence of an impaired general 
condition. Anastomosis of the hepatic duct with the duodenum 
and reduction of the cyst by puckering sutures taxes the patient 
less. Best results have been obtained with anastomosis of the 
cyst with the gastrointestinal tract. In the author’s first case 
the cyst was anastomosed to the stomach, but the patient died 
from intestinal hemorrhage three days later. In the second case 
the gallbladder was removed because it was considered the 
primary seat of infection. The cyst was drained by an external 
fistula. The patient made a recovery. 

Chemotherapy of Wounds by Sulfanilamide Deriva- 
tive.—Jentzer and Madjzoub report on local application in 
wounds in 225 cases of a derivative of sulfanilamide in which 
the 4-amino group is replaced by a soluble product. The sulf- 


New Method of Deter- 


in Central Nervous System. 


anilamide constituted 10 per cent of the compound. The drug 
was applied in doses of from 5 to 20 Gm. after surgical care 
of the wound. Treatment of accidental wounds (open fractures, 
wounds caused by projectiles and so on) has been transformed 
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by the local application of sulfanilamides. Primary suture 
became the method of choice. In the treatment of wounds 
which do not permit of primary suture (wounds produced by 
bombs, grenades, bites, and so on) a delayed primary suture 
can be practiced after a few days of treatment with the drug. 
The method does not always prevent an infection, but it at 
least retards its development. It changes the problem of evacua- 
tion in military surgery. Many of the injured treated with 
sulfanilamide can be sent directly to hospitals in the rear. Pain- 
ful daily dressings are obviated. Results obtained by the authors 
are extremely encouraging, although there exist contraindica- 
tions to this treatment. Blood tests demonstrated that the 
chemotherapeutic agent is absorbed from the wound, the absorp- 
tion being slower in older wounds. The drug, in such cases, 
may be supplemented by intravenous or intramuscular injections 
or by oral administration. The mode of action of sulfanilamides 
is probably that of local bacteriostatic effect. 


Minerva Medica, Turin 
1:429-452 (May 4) 1941. Partial Index 


*Histamine in Stagnant Gastric Secretion After Resection: Role of Hist- 
amine in Pathogenesis of Gastroduodenal Ulcer and Postoperative 
Disease. L. Businco and Renato Scoccianti.—p. 429. 

Histamine in Stagnant Gastric Secretion After Resec- 
tion.—Businco and Scoccianti maintain that an increased amount 
of histamine in the blood is an etiologic factor in gastroduodenal 
ulcer. Symptoms of the postoperative sickness, such as collapse, 
peripheral hypotension, changes in blood chemistry and acidosis, 
are paralleled by experimental histamine poisoning. Gastric 
secretion in patients with gastroduodenal ulcer, twenty-four 
hours after gastric resection, presents an abundant highly toxic 
dark fluid stagnating about the seat of resection unless with- 
drawn by aspiration. The authors studied patients with gastro- 
duodenal ulcer before and after gastric resection. They found 
the amount of histamine in the blood to be increased before 
the operation and twenty-four hours after it, the figures of the 
last determination being lower than those of the first. The 
amount of histamine in the stagnant fluid rose slowly during 
the first ten hours after resection and more rapidly between the 
tenth and twenty-fourth hours, after which it slowly diminished. 
The highest figures varied between 0.006 to 0.02 mg. of hist- 
amine for each cubic centimeter of the fluid. The authors 
believe that the toxicity of the stagnating fluid is due to its 
histamine content mobilized from the gastric walls by the opera- 
tive trauma and stimulation of secretion. The postoperative 
sickness is a form of a histamine poisoning which results from 
gastrointestinal absorption of the stagnant fluid. The authors 
stress the importance of postoperative aspiration of the gastric 
contents in order to prevent postoperative sickness. 


Archivos Argentinos de Pediatria, Buenos Aires 
16:1-106 (July) 1941. Partial Index 


Probable Splenoportal Thrombosis with Roentgenographic Studies of 
Esophageal Varices. R.C. Aguirre, M. Bekel and J. R. Calcarami.— 
p. 3. 
“Nicotinic Acid and Stomatitis Aphthosa. J. Damianovich and R. Ravizzoli. 
21. 


Adamantinoma of Hypophysis. C. C. Lugones and A. A. Ferraris.— 
1. 


Mediastinal Syndrome Caused by Lymphoblastic Sarcoma. 

F. J. Menchaca.—-p. 43. 

Nicotinic Acid and Stomatitis Aphthosa.—Damianovich 
and Ravizzoli treated buccal aphthae and stomatitis aphthosa by 
oral administration of nicotinic acid. All but 3 of the 15 patients 
were children. The daily quantity of nicotinic acid varied 
between 75 and 200 mg. and was divided into three or four 
doses, The tablets were powdered and were given with sugar, 
sweets, compotes or puréed fruits. The medication was well 
tolerated. Beneficial results were evident after the first few 
doses, and a cure was usually accomplished in three days. 
There was rapid epithelization of the lesions, the burning was 
eased, the discharge diminished and alimentation normalized. 
Gingivitis was more refractory and required the use of astrin- 
gents. Vitamin B was not administered. The nicotinic acid 
therapy did not cause nausea, vomiting or intestinal cramps. 


C. Figoli and 
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Bol. Inst. de Med. Exper. p. Cancer, Buenos Aires 
18:1-480 (April) 1941. Partial Index 
*Cancer Producing Tar in Maté Herb. A. H. Roffo.—p. 5. 
in Cancer. A. H. Roffo and Vv. Montagna.— 

p. ‘ 

Cancer Producing Tar in Maté Herb.—The tea of maté 
herb is a stimulating drink like coffee. Roffo found that the- 
herb yields on pyrogenic distillation a cancer producing tar 
similar to that which can be obtained from tobacco, coffee and 
tea. The cancerigenic effect of the substance was verified in 
experiment. Drinking maté tea, however, is not dangerous for 
the population because the leaves of the herb are dried at a 
temperature which does not reach that which would be necessary 
for the production of hydrocarbons and because the hydrocarbons 
of the maté tar are not soluble in water. 


Bol. Oficina San. Panamericana, Washington, D. C. 
20:773-886 (Aug.) 1941. Partial Index 

*Chediak Microreaction for Syphilis: Its Value in Public Health. 

A. Diaz Albertini, A. Recio and G. Lage.—p. 792 

Chediak Microreaction.—According to Diaz Albertini and 
his collaborators, the Chediak microreaction for the diagnosis 
of syphilis differs from the classic serologic flocculation tests 
mainly in that it may be made with dried, defibrinated blood. 
It does not require a venous puncture, the technic is simple and 
the material is readily available and inexpensive. The brief 
time (five to ten minutes) necessary for the reaction makes its 
use advantageous in emergencies, as for example in the selec- 
tion of donors. The test has been tried in several hundred 
thousand cases in the last eight years in several countries. In 
the Municipal Maternity Hospital of Habana, 33,000 Chediak 
tests have been made and the results coincided with those of 
the Kahn and Meinicke reactions. A large drop of blood is 
placed on a slide and the blood is gently agitated in order to 
defibrinate it for half a minute, the corner of a slide or a 
lancet being used. The slide is dried at room temperature, in 
an oven at 38 C. or under a lamp. The necessary reagents are 
a 3.5 per cent sodium chloride solution and Meinicke’s antigen 
(M. K. R. II). To dilute the latter for immediate use, 2 cc. 
of 3.5 per cent salt solution is placed in a clean, dry test tube, 
and 2 cc. of the antigen in another; both are heated on a water- 
bath at 56 C. for five minutes; the salt solution is poured over 
the antigen and is kept on a water bath for two minutes at the 
same temperature. Next the tube is removed and the antigen 
is distributed with a pipet so that each drop amounts to 0.03 cc. 
of the diluted antigen. The dried blood specimen is dissolved 
by adding 0.02 cc. of the 3.5 per cent salt solution with a 
graduated pipet, the blood being stirred with the edge of a 
slide. A slide with a paraffin ring 1.5 cm. in diameter may be 
used instead of the hollowed slide. To the dissolved blood is 
added 0.03 cc. of the recently prepared dilute antigen. Reading 
with a low power dry objective and a No. 10 ocular may be 
made after shaking of the slide for five minutes. A uniform 
field free from granules will be seen if the result is negative. 
In a positive reaction black granules of different sizes are 
observed. The degree of the reaction is interpreted according 
to the size and time of appearance of the granules. Care must 
be taken not to confuse the brown or yellowish grains of undis- 
solved fibrin with the black granules of the positive reaction. 


Bol. y Trab., Acad. Argent. de Cir., Buenos Aires 
25:733-806 (No. 15) 1941. Partial Index 


*Primary Pancreatitis from Mumps: Case. R. Velasco.—p. 7338. 
*Aspiration Biopsy for Diagnosis of Diseases of Body of Vertebra. 

J. Valls, C. E. Ottolenghi and F, Schajowiez.—p. 743. 

Primary Pancreatitis from Mumps.—A man exposed to 
a patient with mumps contracted fifteen days later fever and 
symptoms of acute edematous pancreatitis in the course of which 
mumps became evident. There developed conjunctivitis and 
neuritis. Treatment consisted in sulfathiazole 6 Gm. daily. 


Neuritis was controlled by administration of thiamine hydro- 
chloride. 

Aspiration Biopsy of Vertebra.—Valls and collaborators 
describe a technic of a biopsy of the body of a vertebra per- 
formed under roentgenologic control. 


Puncture is done by the 
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Kappis and Bohler technic of anesthesia of the splanchnic and 
of the body of a vertebra. By this technic biopsy can be safely 
made of any of the vertebrae. The authors report on biopsies 
in 19 cases followed by microscopic studies of the material 
obtained. Among the diagnoses made were those of cancer 
metastases, myeloma, tuberculosis, hydatid disease, senile osteo- 
porosis and nonspecific chronic inflammation. The procedure is 
not dangerous. 


Revista de la Asoc. Med. Argentina, Buenos Aires 
55:427-504 (June 15-30) 1941. Partial Index 


*Lung in Whooping Cough: Roentgen Aspects. R. Maggi.—p. 427. 
*Action of Estrogen on Hyperthyroidism. F. F. Rocca and A. G. Falcone. 


othianeblan ot External Iliac Vein and Artery as Rare Postoperative Com- 
plication of Gangrenous Appendicitis: Case. E. L. Ottolenghi.— 

p. 465 

Lung in Whooping Cough.—According to Maggi pure 
whooping cough is a pulmonary disease. The roentgen changes 
of the lung in uncomplicated whooping cough are different from 
those observed when complications are present. Serial roent- 
gen studies of a large group of cases of the disease without 
complications revealed lung shadows in 50 per cent of mild 
cases and in all of the severe cases. Pathologic changes appear 
during the third and fourth week of the disease. The extent 
and the depth of the shadows and their duration in the roent- 
genograms depend on the severity and the duration of the 
disease. Perimediastinal and infrahilar shadows were most 
frequent. A triangular shadow with its base on the cupula of the 
diaphragm and its apex at the hilar region was frequent. One 
also observed triangular shadows with the base in the medias- 
tinal region and the apex at the periphery. The shadows are 
bilateral but differ from one another.. Those of the left lung 
deform the heart shadow, giving it an irregular outline. Inflam- 
mation of the pleura occurs frequently. It appears in the 
roentgenogram as a fissuritis (the “spur-like”’ shadow). The 
roentgen shadows of the lung in wheoping cough, especially 
the triangular ones, although not characteristic, can be differ- 
entiated from those of atelactasis and bronchiectasis. The 
character of the cough, the clinical symptoms and the course 
of the disease must be considered in the diagnosis. Bronchog- 
raphy is valuable in the diagnosis of whooping cough and bron- 
chiectasis. Roentgenograms of patients with bronchopneumonia 
complicating whooping cough are similar to those of patients 
with the severe uncomplicated forms of the disease. Roentgeno- 
grams of uncomplicated whooping cough are different from those 
of pulmonary tuberculosis. The tuberculin test in’ the course 
of and after the whooping cough may give positive results in 
the absence of tuberculosis due to anergy from whooping cough. 
The absence of tubercle bacilli in the sputum and in gastric 
washings confirms the diagnosis of whooping cough. 

Action of Estrogen on Hyperthyroidism.—Rocca and 
Falcone administered estrogen in doses of 50,000 international 
units twice a week for six weeks to three months to patients 
with thyroid disease. The substance appeared to have a favor- 
able effect on hyperthyroidism, especially in moderate cases 
without goiter or with nontoxic nodular goiter. Best results 
were obtained in cases of hyperthyroidism complicated by men- 
strual disorders due to ovarian deficiency. Estrogen therapy 
combined with iodine relieved symptoms of exophthalmic goiter 
and brought about a remission of the disease. 

Ulceration of the External Iliac Vessels in Gangre- 
nous Appendicitis.—Ottolenghi reports the case of a boy 
aged 7 years in whom removal of a gangrenous appendix was 
followed one week later by a hemorrhage from the wound. 
Tamponade and transfusion of 300 cc. of blood controlled the 
bleeding. Five days later another, more serious hemorrhage 
took place. After an intracardiac transfusion of 800 cc. of 
physiologic solution of sodium chloride followed by intracardiac 
transfusion of 250 cc. of blood, the external iliac artery and 
vein were ligated. Four hours later 200 cc. of blood was trans- 
fused. The boy recovered. The manifestations of dry gangrene 
in the leg caused by ligation of the artery receded in time. 
Proper orthopedic management resulted in a_ useful limb. 
Examined five years later, the limb was found to be somewhat 
thinner than the opposite one, somewhat lame but useful. 
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Revista Médica de Chile, Santiago 
69: 363-426 (July) 1941. Partial Index 
*Associated Arsphenamine, Bismuth and Insulin in Dementia Paralytica. 

A. Morales San Martin.—p. 380. 

Insulin in Dementia Paralytica.—Morales San Martin 
resorted to insulin therapy in 10 cases of dementia paralytica 
in which malarial therapy failed. Treatment consisted in 10 to 
30 units of insulin for ten consecutive days followed by admin- 
istration of insulin in the course of antisyphilitic therapy. 
Insulin was administered in doses sufficient to cause hypo- 
glycemia without causing coma. It was not administered on 
the day on which arsphenamine was given. The author found 
that insulin has a sedative effect and that patients with dementia 
paralytica are more sensitive to the action of insulin than 
patients with schizophrenia. A cure was obtained in 5, improve- 
ment in 2 and failure in 2. Insulin appears to improve the 
general condition, to stimulate general organic defenses and to 
increase the permeability of the meninges to antisyphilitic drugs. 
The latter results in a better utilization of drugs by the nervous 
tissue. 


Revista Mex. de Cir., Ginec. y Cancer, Mexico City 
9:211-264 (June) 1941. Partial Index 
Intravenous Anesthesia by Pentothal Sodium. 

F. Villar Andrade.—p. 211. 
*Endocrine Therapy by cod Transfusion. F. Rodea Gémez.—p. 223. 

Endocrine Therapy by Blood Transfusion.—Customary 
treatment and various hormone preparations having failed to 
improve a case of severe metrorrhagia, Rodea Gémez resorted 
to blood transfusion. The blood was taken from a woman 
one or two days past her menstrual period. The first trans- 
fusion did not exceed 50 cc. because of a technical error, but 
the hemostatic effect was evident within twenty-four hours. 
Two days later the patient was given an additional 70 cc. 
This transfusion was followed by complete arrest of the hemor- 
rhage. During the following menstrual cycles transfusions were 
resumed and the menstrual flow was finally normalized. The 
author used this treatment in 6 similar cases and was able to 
control severe hemorrhages and regulate the menstrual cycle. 


Medizinische Klinik, Berlin 
$7:525-548 (May 23) 1941. Partial Index 


Sexual Function of Hypophysis. W. Biittner.—p. 525. 
Oliguria and Anuria in Unilateral Closure of Ureter. 
p. 529. 


Syphilis and Pernicious Anemia. W. Lorenz.—p. 531. 
*Immunizations Against Typhus. R. Wohlrab —P. 532. 
Experiences with Oily Suspension of Bismuth in Treatment of Influenza. 

G. Zippel.—p. 535. 

Immunizations Against Typhus.— Wohlrab reviews 
attempts at preparation of effective vaccines against typhus, 
pointing out that experiments with living vaccines did not yield 
practical results. The first vaccines prepared with killed rick- 
ettsiae likewise were not sufficiently effective. Weigl produced 
an effective vaccine by infecting lice by means of anal clysters. 
This method enabled him to infect lice in the absence of typhus 
patients. After the lice had been infected, they were fed for 
from eight to ten days on typhus convalescents. The vaccine 
was prepared from the stomachs of the lice. This vaccine is 
injected three times in five days. It proved its value in Poland, 
in China and in Ethiopia. The protection it confers persists 
for from one to two years. Since the preparation of this louse 
vaccine is somewhat complicated, search was made for simpler 
methods for the multiplication of rickettsiae. Coxe’s method 
of utilizing the vitelline sac of the chick embryo proved most 
satisfactory and was used by Otto for mass production of 
Rickettsia prowazeki. The former method of killing by heating 
to 60 C. has been abandoned because it impairs the antigen. 
Immunization is done by injecting the vaccine three times (once 
0.5 cc. and twice 1 cc.) at five day intervals. It was demon- 
strated on guinea pigs that the vaccine obtained by the chick 
embryo method has the same degree of efficacy as has the louse 
vaccine of Weigl. However, the growth of rickettsiae is not 
always uniform in eggs, making it advisable to continue Weigl’s 
method as well. It may become possible to improve the quality 
of vaccine after further research on the immunizing constituents 
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of rickettsiae that go into solution (perhaps toxins). Protec- 
tive effects could be obtained with extracts from egg yolk and 
cell culture filtrates that were practically free from rickettsiae. 
Experiments were made also with a vaccine of Rickettsia 
mooseri, but the heterologous immunity produced by it is some- 
what inferior. The production of immune serum in horses has 
been satisfactory only with Rickettsia mooseri. The use of 
pooled convalescent serums was tried last year in Poland but 
proved ineffective. 


$7:549-572 (May 30) 1941. Partial Index 


Diagnosis of Cutaneous Diseases. W. Krantz.—p. 549. 

*Estimation of Silicosis Associated with Tuberculosis on Basis of Insur- 
ance Law. A. Winkler.—p. 552. 

Sexual Function and Hypophysis. 

Causal Therapy of Senile Colpitis. 


W. Biittner.—p. 555. 
K. Vesely.—p. 558. 

Silicosis and Tuberculosis.—Winkler aims to clarify regu- 
lations of the insurance law with regard to compensation in 
cases of concurrence of silicosis with tuberculosis. Silicosis 
associated with tuberculosis is to be regarded as an occupational 
disease and subject to compensation only if (1) the silicotic 
organic changes are so pronounced that the existence of silicosis 
as a basic disease can be recognized, and when it can be 
demonstrated that silicosis is the cause of the active progressive 
course of pulmonary tuberculosis; (2) if tuberculous changes 
are present whose etiology, activity, or its exacerbation by the 
concurrence with silicosis cannot be doubted. The author dif- 
ferentiates three stages of silicosis. The first is characterized 
by intensification of the shadow in the region of the root of the 
lung, by streaklike perihilar strands and later by diffuse reticu- 
lar or meshlike markings. There is also stippling or spotting. 
These symptoms are not pathognomonic for silicosis since they 
may occur in chronic bronchitis, bronchiolitis, stasis and certain 
forms of pulmonary tuberculosis. Many authors refer to this 
stage as “dusty” lung to indicate that it is not necessarily 
silicotic in origin. It is the etiologically undifferentiated pre- 
liminary or developmental phase. Diagnosis of silicosis with 
tuberculosis is possible only if the silicotic nature of the altera- 
tions cannot be doubted and an active pulmonary tuberculosis 
is present. Thus, the first or etiologically undifferentiated 
phase of silicosis cannot be regarded as “demonstrable” siiicosis 
in the meaning of the insurance law. Only the second and third 
stages can be regarded as such. The second stage is the granu- 
lar stage, characterized by “granular” lung. The third stage 
is characterized by induration or conglobations in the lung and 
is designated as the conglobation stage of silicosis. 


Medizinische Welt, Berlin 
15:445-472 (May 3) 1941. Partial Index 
Should Apparatuses (Zander’s) Still Be Used in Treatment of War 
Injured? L. Frosch.—p. 445. 
Errors and Dangers in Injections. R. Goldhahn.—p. 447. 
Modern Finsen Treatment of Lupus. P. Jordan.—p. 452. 
*Relations Between Pulmonary and Cutaneous Tuberculosis, K. Kalkoff. 

—p. 454. 

Relations Between Pulmonary and Cutaneous Tuber- 
culosis.—Kalkoff believes that in nearly all patients with cuta- 
neous tuberculosis a tuberculous infection of the lungs has 
existed even though it is no longer demonstrable with the 
customary methods of examination. Inactive and active pulmo- 
nary processes are considerably more frequent in patients with 
tuberculosis of the skin than in persons free from such lesions. 
Whether the ratio of inactive to active pulmonary processes is 
different in patients with tuberculosis of the skin and whether 
the course of pulmonary tuberculosis in them differs from that 
_ in patients with a healthy skin cannot be definitely ascertained. 
The fact that a large percentage of patients with cutaneous 
tuberculosis die of pulmonary tuberculosis does not suggest a 
milder course of pulmonary tuberculosis in these patients. The 
assumption of an actively immunizing action of cutaneous tuber- 
culosis cannot be supported by the available serologic test 
methods. The existence of a certain reactive condition of the 
organism must be regarded as the determining factor in the 
development and course of the different tuberculous manifes- 
tations. 
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Miinchener medizinische Wochenschrift, Munich 
88:617-640 (May 30) 1941 
*Dysentery Bacteriophages. H. Kliewe and W. Helmreich.—p. 617. 
*Follicular Hormone in Leukopenia. H. Cramer and H. Brodersen.— 
p. 619, 
*Vitamin K in Surgery. R. Zenker and H. Meurer.—p. 622. 
Dwelling-House and Health. F. Hamburger.—p. 624. 
General Consideration of Short Wave Therapy. E. Schliephake.—p. 626. 
Effect of New Sulfanilamide Preparation Tibatin (Galactoside of 4,4- 
Diaminodiphenylsulfone). H. Kammerer.—p. 630. 


Dysentery Bacteriophages.—Kliewe and Helmreich believe 
that opinions about the value of bacteriophages in dysentery 
are divided, because bacteriophages differ in efficacy. It has 
been found that not only the bacilli vary in different epidemics 
and endemic foci but probably also the bacteriophages. In 
Poland the authors observed that local strains of bacteriophages 
produced lysis in all strains of dysentery bacilli obtained locally, 
whereas bacteriophages brought in from Germany did not do 
this. Thus it seems highly important to use a potent polyvalent 
mixture of bacteriophage that has been produced from locally 
obtained strains. The authors tested the prophylactic value of 
bacieriophage mixtures prepared by themselves on 113 soldiers 
who were exposed to dysentery. These men were given on 
three successive mornings on a fasting stomach a dose of sodium 
bicarbonate followed by 10 cc. of the bacteriophage mixture in 
half a cup of tea or coffee; 250 men belonging to the same unit 
were left untreated to serve as controls. In the course of the 
following eight weeks, 10 of the 250 controls had dysentery, 
but not a single man among the 113 who had received prophy- 
lactic treatment with bacteriophages had the disease. The thera- 
peutic value of the bacteriophage mixture was demonstrated in 
the course of an epidemic in which the customary treatment 
was given. The administration of 10 cc. of bacteriophage mix- 
ture on each of the first three days was the only specific treat- 
ment. It proved particularly effective in cases of mild and of 
moderately severe Flexner-Y dysentery. Patients with severe 
dysentery frequently showed an exacerbation and only occa- 
sionally improvement. This may be due to the fact that in the 
severely impaired intestine the bacteriophages cannot exert their 
infiuence, but it is probable also that the toxins liberated by 
the bacteria exert an unfavorable influence on the disease 
process. Bacteriophage therapy in the cases of severest dysen- 
tery requires further investigation. Bacteriophages were used 
also in carriers, in men whose feces contained Flexner bacilli 
four weeks after complete recovery. The dysentery bacilli 
disappeared in 16 such carriers after they had received bacterio- 
phages on three successive days. 

Estrogenic Substance in Leukopenia.— Cramer and 
Brodersen cite a previous report by Cramer in which attention 
was called to a constant increase in the leukocyte count during 
the premenstrual phase in a case of myeloid leukemia. This 
induced Cramer to try estrogenic substance in an instance of 
intractable leukopenia caused by aminopyrine. Since this 
proved successful, he resorted to estrogenic therapy in cases 
of leukopenia from varied causes. In only 1 case could the 
condition be definitely identified as granulocytopenia, but in all 
cases there existed a leukopenia which responded to treatment 
with estrogenic substance. Patients with the following condi- 
tions were treated: hypersensitivity to aminopyrine, leukopenia 
after roentgen irradiation, pernicious anemia with severe leuko- 
penic reaction, Hodgkin’s disease with leukopenia and typical 
granulocytopenia. The case of Hodgkin’s disease is cited 
because it demonstrates the action of estrogenic substance on 
the granulopoiesis in a man. The authors regard this treatment 
as one of clinical utilization of a hormonal regulating process. 
It suggests a relation between ovarian function and bone marrow 
which was suspected long ago by Nageli and other investigators. 

Vitamin K in Surgery.—According to Zenker and Meurer 
the prothrombin content of the blood which permits estimation 
of the vitamin K economy in the organism can be determined 
with different methods, but that of Quick is the most suitable 
for clinical purposes. It suggests the existence of a tendency 
to hemorrhage. A prothrombin content of more than 75 per 
cent of normal involves no danger of hemorrhage, but values 
of less than 50 per cent must be regarded as pathologically 
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reduced, and with values between 20 and 30 per cent the danger 
of hemorrhage is especially great. Reports published so far 
indicate that hypoprothrombinemia and its control by vitamin K 
is particularly important in the hemorrhagic diathesis of the 
newborn. Investigations by Zenker and Meurer aimed to deter- 
mine to what extent vitamin K deficiency exists in surgical 
conditions, whether hypoprothrombinemia is always accompanied 
by a hemorrhagic tendency and to what extent it can be com- 
pensated by vitamin K. Their studies were made on 36 patients. 
The disorders represented were various types of jaundice, biliary 
and hepatic disorders without jaundice, hemorrhages and dis- 
eases of the blood, cachexia and intestinal and miscellaneous 
disturbances. It was found that the prothrombin deficiency 
which develops in obstructive jaundice, in hepatic impairments, 
in severe hemorrhages and in resorption disturbances of the 
intestine can be compensated by the administration of vitamin K. 
The vitamin K is administered by injection. The authors give 
1 ce. daily, continuing this dose for three or four days in mild 
cases and for six to eight days in severe cases. 


Wiener klinische Wochenschrift, Vienna 
54:381-400 (May 2) 1941. Partial Index 
Sport and Defensive Forces. A. Lorenz.—p. 381. 
*Therapy of Genuine Lipid Nephrosis. V. Lachnit.—p. 388. 
*Studies with Fermo Serum and with Aphylacto Serum in Children Sensi- 

tized to Horse Serum. E. Péhacker-Fritsch and J. Siegl.—p. 391. 
Significance of Hysterosalpingography in Estimation of Sterility. 

H. Tasch.—p. 393. 

Therapy of Genuine Lipid Nephrosis.—Lachnit points 
out that the most prominent symptom in lipid nephrosis is the 
tendency to edema and that restriction of the salt and fluid 
intake and the use of diuretics has found wide application in 
the treatment of the condition. He reports a case in which 
liver extract proved highly effective in combating edema. Liver 
extracts had been used by others in lipid nephrosis, but the 
mode of action is not clear. It is known that the liver plays 
an important part in the water exchange and that it probably 
contains some active substance. The author mentions the effect 
of vitamins of the B group on the water elimination. He does 
not regard liver therapy of lipid nephrosis as the only treat- 
ment. Symptomatic measures, particularly a restricted salt and 
fluid intake, high protein diet, diuretics, thyroid extracts and 
urea should be added to the liver therapy. 


New Purified Serums.—Pohacker-Fritsch and Siegl direct 
attention to two new purified serums derived from horses. In 
preparing one serum the protein bodies are subjected to fermen- 
tative decomposition. The serum proteins which do not have 
an antitoxic effect are split into low molecular substances and 
are removed from the serum. The sensitizing effect and the 
likelihood of anaphylactic reactions are greatly reduced in the 
use of this proteolytically purified antitoxin. Tests on actively 
or passively sensitized human subjects revealed that it requires 
five hundred times the dose of the purified antitoxin to produce 
the same reactions as the unchanged globulin. The protein 
fractions that are not vehicles of antitoxin were removed also 
from the other serum discussed here. The slight. sensitizing 
effect of these new serums reduces the danger of serum disease 
in diphtheria as well as in tetanus, whereas the therapeutic 
efficacy is the same. The authors mention several investigators 
who proved their contention and describe their own investiga- 
tions on children who at least two years previously had passed 
through diphtheria in the course of which serum had been given. 
These children were now given the entire therapeutic dose of 
the purified serums without the otherwise customary desensiti- 
zation (Besredka). Only 1 of 5 developed a slight serum 
exanthem. The authors next tried new purified serums on 8 
children who only twelve to twenty-one days previously 
had received ordinary diphtheria horse serum. None of these 
children showed anaphylactic symptoms. Tests were made on 
43 children, 20 of whom received one type of purified serum and 
remained entirely free from reactions, whereas of the 23 receiv- 
ing the other type 1 had a generalized exanthem and 2 localized 
serum exanthems. The authors conclude that the purified 
serums permit the therapeutic or prophylactic use of serum even 
for patients sensitized by previous treatment with horse serum. 
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Mitt. a. d. med. Akad. zu Kioto, Kyoto 
$32:1-450 (May) 1941. Partial Index 
*Effect of Alpha-Naphthalene ppg Acetate on the Growth of Mouse 
and Rat Tumors. S. Tuboi.— 
*Influence of Transfusion of Dried “he on Agglutinin Formation. 

Y. Nakamura and K. Funakoshi.—p. 396. 

*Influence of Blood Loss on Agglutinin Formation. Y. Nakamura.— 

p. 409 

Effect of Alpha-Naphthalene Potassium Acetate on 
Tumor Growth.—On the seventh day after transplantation of 
Bashford tumor in mice, Tuboi administered subcutaneously 
0.5 cc. of a 1 per cent aqueous solution of alpha-naphthalene 
potassium acetate; and on the fifth day after transplantation of 
Sasaki-Yoshida rat tumor 1.5. cc. of the same solution was 
similarly injected, with the result that a satisfactory inhibition 
of tumor growth was demonstrated, as compared with untreated 
controls. The criterion of the inhibitory effect of the chemical 
on the growth of the transplanted tumors was the changes in 
the dimensions (length, width and thickness) of the mass as 
measured from day to day. 

Transfusion of Dried Blood and Immunity.—Using a 
suspension of typhoid bacilli as agglutinogens, Nakamura and 
Funakoshi investigated in rabbits the effect of transfusion of 
dried blood suspended in saline solution on the production of 
agglutinins. They found no difference whatever in the ability 
of the animals to produce antibodies, whether fresh or dried 
blood was transfused. The suspension of dried blood was made 
up in 2 and 5 per cent concentrations, either of which was 
satisfactory in immunity production, as determined by the Widal 
technic. 

Hemorrhage and Agglutinin Formation. — Nakamura 
found that the effect of blood loss on agglutinin formation 
appears to depend on the amount of hemorrhage. Small or 
moderate blood loss appears to accelerate antibody production, 
while a large hemorrhage temporarily suppresses the process 
but later accelerates it. Injection of physiologic solution of 
sodium chloride after copious blood loss shortens the period of 
suppression in antibody formation. 


Okayama-Igakkai-Zasshi, Okayama 

53:1-141 (June, Clinical Supplement) 1941. Partial Index 
*Angioma Arteriale Racemosum, Y. Hiramatsu.—p. 1. 
*Universal Scleroderma: Two Cases. U. Kinosita.—p. 41. 
*Parasitic Meningitis (Distomum FPulmonum) with Eosinophilia in Cere- 

brospinal Fluid. T. Nonomura.—p. 
*Pharyngeal Actinomycosis. M. Moriya.—p. 78. 

Extrainsular Hyperglycemic Diabetes. R. Kira.—p. 100. 

Results of Talma’s Operation in Banti’s Disease. S. Kayata.—p. 110. 

Angioma Arteriale Racemosum.—Hiramatsu observed 
three instances of angioma arteriale racemosum in men aged 
30, 38 and 40, the lesions occurring on either the temporal or 
the occipital area. When the tumor was well demarcated and 
relatively small, complete extirpation of the mass after ligation 
of the common carotid artery on the affected side was the only 
therapeutic procedure to result in a permanent cure. In one 
instance in which the tumor was ill defined and extensive, liga- 
tion of the common carotid artery produced no therapeutic effect 
and the mass could not be removed. 


Universal Scleroderma. — Kinosita reports his investiga- 
tions on a girl aged 15 years and a woman aged 53 with univer- 
sal scleroderma. No hereditary or previous history of any 
significance was noted, the disease manifesting itself in the 
younger patient at puberty and in the older one at the climac- 
terium. The lesions first appeared in the extremities and gradu- 
ally involved other areas. The only positive and significant 
pathologic changes were noted in connection with the functional 
disturbances of the coordination system belonging to the glands 
of internal secretion and of the vegetative nervous system. In 
both cases slight but persistent fever, a consistently increased 
basal metabolic rate and abnormal elevation of the specific 
dynamic action were noted. Other significant findings were 
positive dermographism, decreased perspiration in the affected 
skin and disturbance of water metabolism. The author is led 
to the conclusion that this disease is not a simple dermatosis 
but has its basis in the disturbance of the coordination system 
involving dysfunction of the endocrine glands. 


VoLumeE 117 
NuMBER 20 


Distomum Pulmonum Meningitis.—N observed a 
Korean man aged 30 who complained of headache, dizziness 
and vomiting. Physical examination revealed rigidity of the 
neck, left-sided facial paralysis, tinnitus and deafness of the left 
ear, nystagmus and choked disk, and from these symptoms a 
diagnosis of basal meningitis was made. Blood examination 
disclosed 31 per cent eosinophilia, and of the 297 cell count in 
the cerebrospinal fluid 98 per cent were eosinophils. No evi- 
dence of tuberculosis, syphilis or pyogenic infection producing 
encephalomyelitis was elicited. In the feces of the patient were 
found ova of Ascaris, Ancylostoma duodenalis, Trichocephalus 
dispar and Trichostrongylus orientalis ; but, since these parasites 
are most unlikely to cause meningitis, other parasites were 
looked for. From elimination studies of cther common parasitic 
diseases, the final diagnosis made was that of meningitis due 
to Distomum pulmonum infection. Treatment consisted of 
repeated lumbar punctures and administration of hypertonic 
dextrose solution and anthelmintic drugs. The patient was dis- 
charged from the hospital after one hundred and ten days symp- 
tom free. ; 

Pharyngeal Actinomycosis.—Moriya reports a case of 
pharyngeal actinomycosis occurring in a 16 year old youth with 
complaint of presence of a foreign body in the throat for the 
preceding month. The lesion was painless, and no fever was 
experienced. The inflamed mass was incised, but no pus was 
obtained and the incision failed to heal. The author resorted 
to surgical removal of the palatine tonsils, and in the crypts 
of the glands as well as in the subepithelial tissues he demon- 
strated Actinomyces hominis. 


Sei-I-Kai Medical Journal, Tokyo 
60:332-581 (April) 1941. Partial Index 
*Microscopic Study of the Glycogen Content of Human Tonsils. T. 

Ogino.—p. 446. 
*On the Toxicity of Urine. S. Yasuda and T. Sakabe.—p. 565. 

Glycogen in Human Tonsils.—Ogino reports the results 
of microscopic studies on the distribution of glycogen in 67 
specimens of surgically removed human tonsils, of which 26 
were from children and 41 from young adults. Eight cases of 
acute tonsillitis are added. The tissues were fixed either in 
Carnoy’s fluid or in absolute alcohol, sections 10 microns thick 
having been made from celloidin embedded blocks and stained 
with Best’s carmine technic. The study revealed an abundant 
glycogen storage in the stratified squamous epithelium of the 
tonsils, the surface epithelium containing more glycogen than 
that of the tonsillar crypts. But little glycogen was present 
in the lymphoid tissue of the tonsils, and the same was true of 
the interfollicular reticular tissue. The wandering cells scat- 
tered throughout the entire tonsil contained significant amounts 
of glycogen, though never as abundantly as did the epithelial 
cells. In the epithelium, glycogen occurs mostly within the 
large “prickle cells” in the stratum spinosum, while the prolif- 
erating portion of the basal layer shows but a scant amount of 
animal starch. Glycogen is present in but small amounts, or 
‘entirely absent, in a certain number of polymorphonuclear leuko- 
cytes, plasma cells, lymphocytes, lymphoblasts, histiocytes, retic- 
ulum cells and fibroblasts. In acute tonsillitis a large number 
of migrating polymorphonuclear leukocytes reveal the presence 
of glycogen in relatively large amounts, as compared with those 
in cases of chronic inflammatory or hypertrophied tonsils. The 
author regards the fluctuations in the glycogen content of each 
cellular constituent of the tonsils to be of a greater diagnostic 
significance than the variations in the organs as a whole. 

Toxicity of Urine.—Yasuda and Sakabe endeavored to 
ascertain the toxicity of human urine by determining the mini- 
mal lethal dose of intraperitoneally injected urine in healthy 
mice. It was found that, though there may be considerable 
variation from sample to sample, the average minimal lethal 
dose of normal human urine was 0.5 cc. per gram of body 
weight. The toxic effect of rabbit urine on mice was approxi- 
mately twice as great as that of human urine, and the toxicity 
increased in experimental animals either in a state of starva- 
tion or on a high protein diet. Although the toxicity of urine 
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varies but little with reference to the age of the patients from 
whom the samples are obtained, the urine of infants under 1 
year of age seems to be less toxic than those from older indi- 
viduals. The degree of toxicity, however, seemingly bears no 
relation either to the hydrogen ion concentration or to the 
protein content. The only suggestive correlation noted was that 
of the specific gravity, the higher the gravity the greater being 
its toxic effect. Neither decomposition nor boiling of the urine 
altered its toxic nature; likewise no diminution in toxicity was 
observed when the urine was diluted. Filtration through filter 
paper exerted no significant change in the toxicity of the urine, 
but passage through a bacterial filter did render the urine less 
toxic. The only necropsy finding in animals poisoned with large 
doses of urine was the presence of a nonbacterial inflammation 
with a tendency to hemorrhage. 


Tokyo Igakkwai Zassi, Tokyo 
55:479-527 (June) 1941. Partial Index 


*Effect of Digitalis Leaves on the Heart Shadows in Cardiac Decompensa- 
tion. H. Hata.—p. 479. 


*Studies on Lobar Pneumonia: II. On the Blood Picture in Lobar Pneu- 
monia. F. Kodama, T. Hirayama and H. Sekizawa.—p. 498. 
Digitalis in Cardiac Decompensation.—Hata selected 35 

cases of primary cardiac decompensation with no complications 
other than hypertension and secondary renal disorder. Pre- 
liminary to the study of changes in the heart shadows due to 
digitalis medication, the author tested the effect of bed rest in 
these patients. He was reassured of the beneficial effect of rest, 
as evidenced by diminution in the heart size up to 10 per cent, 
although in a few instances either no effect was observed at 
all or else the disease definitely progressed. During the obser- 
vation period, in which digitalis treatment was instituted, fre- 
quent roentgenograms were made and the actual area of the 
heart shadow was measured by means of a planimeter. The 
author found that the clinical symptoms of the patients greatly 
improved when the diminution in cardiac shadow exceeded at 
least 10 per cent of the original size; and even in cases in 
which the diminution in the heart shadow was less than 10 per 
cent the progressive shrinkage was invariably paralleled by 
some degree of clinical improvement. If, on the other hand, 
the heart size increased in spite of the treatment, the prognosis 
was always poor. Furthermore, if 1 Gm. of digitalis leaves 
produced even as little as 15 sq. cm. of shrinkage in the heart 
shadow, there was still an improvement in clinical symptoms ; 
but an increase of 5 sq. cm. or more was usually associated 
with exacerbation of symptoms. Thus the author concludes 
that a direct parallelism exists between the changes in clinical 
symptoms and the size of the heart shadows in the patients 
with cardiac decompensation. 

Blood Picture in Lobar Pneumonia.—Kodama and _ his 
associates present results of blood studies in 114 cases of lobar 
pneumonia with 61 recoveries and 53 deaths. In practically all 
cases leukocytosis was the predominant feature, present imme- 
diately after the onset and continuing throughout the course of 
the disease. In cases with favorable prognosis the leukocytosis 
reached its maximum just before the resolution by either crisis 
or lysis. While no rule could be established as to the leuko- 
cyte level, the general average count was much higher in cases 
of resolution by crisis than in those by lysis. Leukopenia was 
almost always a sign of poor prognosis, and in one of the 
fatal cases a leukopenia so extreme as to be indistinguishable 
from the typical picture of granulocytopenia occurred. There 
was a close relationship between leukopenia and bacteremia, 
the majority of cases with leukopenia developing bacteremia. 
Leukocytosis of lobar pneumonia is due to the absolute increase 
of neutrophilic granulocytes, and death frequently resulted in 
patients with neutrophilia of 70 per cent or less, while those 
with 90 per cent or over had better recuperative power. Eosino- 
philic granulocytes were frequently increased, the maximum 
being 7.5 per cent, while the basophils showed no abnormal 
increase. Immature granulocytes, particularly myelocytes, were 
found in a relatively large percentage of cases; 74 per cent of 
the patients had myelocytes in the peripheral blood, and of these 
patients only 33 per cent recovered. 
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Maandschrift voor Kinderg } 
10:311-348 (May) 1941 


Cavities Communicating with the Bladder (Diverticula, Cavities of Bipar- 

tite Bladder and Ureteroceles). H. J. Boevé.—p. 311. 

*Potassium Chlorate in Therapy of Poliomyelitis. H. J. Kolk.—p. 323. 
Rare Case of Gangrene of Hymen as Complication of Measles. A. C. 

Rosman,.—p. 332. 

Congestion pe Rr in on Newborn. J. D. Lebret.—p. 335. 
*Vitamin P. J. Groen.—p. 

Potassium Chlorate in | Poliomyelitis.—Kolk emphasizes 
that, to estimate the value of Contat’s potassium chlorate 
treatment of poliomyelitis, it is necessary to consider the char- 
acter of the epidemic and the fact that there are numerous cases 
of poliomyelitis which pursue a mild course and in which paresis 
disappears within a few days. He reports his experiences in 
a 1939 epidemic of poliomyelitis. The cases which test and 
demonstrate the efficacy of potassium chlorate are those in which 
early paralysis exists. The author observed that in cases in 
which meningeal symptoms are present there is a likelihood of 
the appearance of paralytic symptoms. He decided that these 
cases would be a test for potassium chlorate therapy. He found 
that no paralysis developed in 29 cases of meningeal symptoms 
in which potassium chlorate was given. Of the patients observed 
during the first part of the epidemic, when potassium chlorate 
was not used, 22 had méningeal symptoms. Two of these 
incurred paralysis. 


Vitamin P.—Groen points out that soon after the isolation 
of pure l-ascorbic acid it was discovered that, whereas this 
substance is ineffective in pathologic conditions characterized 
by increased permeability of the capillaries, these disorders can 
be combated by extracts of peppers or lemons. This suggested 
that lemon juice contains in addition to vitamin C another sub- 
stance which is probably a flavone or a flavone glucoside. 
Szent Gyérgyi designated this substance vitamin P because it 
influences capillary permeability. Subsequent investigations 
revealed that hesperidin and the glucoside of eriodictyol are the 
active substances. They occur chiefly in lemon peel. The mix- 
ture of hesperidin and eriodictyol glucoside which is extracted 
from lemons is referred to also as citrin. The demonstration 
of flavones encounters considerable difficulties because some of 
the reactions used for this purpose are not specific. Animal 
experiments with vitamin P likewise encounter difficulties 
because there is no criterion for flavone-free feeding. The 
type of animal best suited for this test has not been dis- 
covered, and it has not been determined which flavones are 
active. The author asserts that some investigators used sub- 
stances that were not identical with Szent Gy6érgyi’s citrin, and 
he advises repeating the animal tests with properly identified 
material. Citrin acts satisiactorily in hemorrhagic diseases in 
which the capillary resistance is impaired, but it has a note- 
worthy effect also in other pathologic conditions of the blood. 
Efforts should be made to find a more exact method for the 
detection of vitamin P in order to determine its absence from 
the diet. 

Acta Medica Scandinavica, Stockholm 
108: 151-362 (July 30) 1941. Partial Index 
Studies on Cardiac Output and Related Circulatory Functions, Especially 

in Patients with Congestive Heart Failure. T. Espersen.—p. 153. 
Resorption Disturbances of Carbohydrates, Fats and Vitamins in Hypo- 

physial Insufficiency. C. L. C. van Nieuwenhuizen.—p. 195, 

Clinical Method for Determination of Velocity of Current in Venous 

System. C. Grill.—p. 212 
*Value of Fluorescence Microscopy for Demonstration of ‘Tubercle Bacilli 

in Sputum. P. N. Oscarsson.—p. 240. 

Special Form of Leukemia. J. J. de Jong.—p. 251. 
*Scotoptic Vision and Liver Function Under Thyrotoxicosis. 

sen.—p. 261. 

Familial, Congenital Sinus Tachycardia. P. Wising.—p. 299. 
*Development of Cirrhosis of Liver After Acute Hepatitis, Elucidated by 

Aspiration Biopsy. N. B. Krarup and K, Roholm.—p. 306. 

Fluorescence Microscopy for Demonstration of 
Tubercle Bacilli in Sputum.—Introduction of fluorescence 
microscopy by Hagemann in 1937 (abstr. Tue JourNAL, June 5, 
1937, p. 2006) and the adaptation of this method for the demon- 
stration of tubercle bacilli (abstr. THe JourNaL, Sept. 23, 1939, 
p. 1265) seemed to open up new possibilities for a rapid diag- 
nosis of tuberculosis. Oscarsson practiced fluorescence micros- 
copy on 650 sputum specimens and compared the results with 
those obtained with the Ziehl-Neelsen method. He stained two 
smears from each specimen according to the Ziehl-Neelsen 
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method and prepared a third smear for fluorescence microscopy. 
Of the two Ziehl-Neelsen smears one was the “blue prepara- 
tion” (counterstained in the usual way with borax methylene 
blue) and the other the “yellow preparation” (counterstained 
with 0.1 per cent solution of picric acid). A comparison of the 
yellow and blue preparation on the one hand, and of the fluores- 
cence preparation on the other, disclosed that 142 sputum speci- 
mens gave positive results in 1, 2 or all 3 preparations. The 
fluorescence preparation was positive in 131, it failed in 11 cases 
in which the two other preparations (singly or together) had 
been positive. Of the 131 specimens that praved positive under 
fluorescence microscopy, 100 proved positive in the yellow 
and/or blue (77 in the yellow and 68 in the blue) preparation. 
Oscarsson sees the chief advantage of fluorescence microscopy 
in the rapidity with which positive results can be obtained. In 
this respect fluorescence microscopy is far superior to the earlier 
methods. It demonstrates tubercle bacilli in some cases in which 
the other staining methods give negative results, but on the 
other hand there is a possibility of “excess diagnosis.” Fluores- 
cence microscopy is somewhat inferior to the animal test and 
culture method. 

Dark Adaptation and Liver Function in Thyrotoxi- 
cosis.—Godtfredsen directs attention to the relation between 
vitamin A and the thyroid hormone, to the relation of the 
hepatic function to both thyroxine and vitamin A and to the 
importance of vitamin A in the physiology of vision. He studied 
hepatic function, cholesterol content of the serum and dark 
adaptation in 10 patients with goiter. The functional tests of 
the liver disclosed no serious defects. The serum cholesterol 
values were either normal or slightly below normal. The dark 
adaptation was slightly impaired, corresponding to the mild 
changes in the vitamin A content. There was a parallelism in 
the pathologic aspects detected by the three methods, and in 
this respect the present investigations are in line with the obser- 
vations of other authors. That the dark adaptation disclosed 
an impaired vitamin A regulation in spite of a high vitamin 
diet must be ascribed to the thyrotoxic hepatic lesion. The 
exact mechanism of the lowering of the vitamin A level has not 
been explained, but it is understandable in view of the impor- 
tance of thyroxine in vitamin A storage. There is actually a 
downward regulation and not a simple A avitaminosis, because 
even the parenteral administration of vitamin A is without effect 
until the thyrotoxicosis has been eliminated. In the author’s 
cases dark adaptation did not improve until the surgical or 
roentgenologic treatment of the goiter had taken place. 

Aspiration Biopsy in Cirrhosis of Liver.—Krarup and 
Roholm point out that although acute hepatitis presents a char- 
acteristic clinical picture its nomenclature has been indefinite. 
Until recently it was commonly referred to as catarrhal jaun- 
dice, but lately the designation acute or epidemic hepatitis has 
become more general. The course of the disease may be acutely 
malignant or protracted. In the latter form the onset is insidi- 
ous and the course protracted. Cases of this condition may 
present considerable differential diagnostic difficulties, owing 
chiefly to insufficient knowledge of the pathologic anatomy of 
hepatitis. The prevailing view of the disease as a serous- 
parenchymatous inflammation of the liver is based on studies 
by Eppinger in 1918 and on biopsy studies on patients with 
hepatitis who had been operated on after a diagnosis of obstruc- 
tive jaundice. Recently the knowledge of the histology of the 
disease has been extended by the aspiration biopsy of Iversen 
and Roholm (Acta med. Scandinav. 102:1 [Sept. 23] 1939; 
abstr. THe JourNAL, Dec. 9, 1939, p. 2194). These authors 
report observations on 12 patients with severe, protracted, 
relapsing hepatitis. Aspiration according to the method of 
Iversen and Roholm was done once or several times in each 
case and the microscopic aspects of the biopsy material are 
described. All sorts of transitions were observed between acute 
hepatitis and fully developed cirrhosis. This gives a picture of 
the morphologic pathogenesis of cirrhosis of the liver. Begin- 
ning cirrhosis may be demonstrable a few weeks after the 
manifestation of hepatitis, but the development may also be 
insidious and extend over several years. Some of the patients 
described here later exhibited clinical signs of cirrhosis. None 
of the patients had a history of excessive consumption of alcohol. 
These observations furnish a pathologic-anatomic basis for the 
nosologic unity of acute hepatitis and cirrhosis of the liver. 
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Book Notices 
Infantile Paralysis: A Symposium Delivered at Vanderbilt University, 
April 1941. Cloth. Price, $1.25. Pp. 239, with illustrations. New York: 


National Foundation for Infantile Paralysis, Inc., 1941 


This small book comprises six lectures by different authors 
given at Vanderbilt University under the auspices of the 
National Foundation for Infantile Paralysis. The lecture on 
treatment, the last one in the book, will be most helpful to all 
physicians responsible for the care of victims of infantile paral- 
ysis. Dr. Frank R. Ober says that no 2 cases are exactly 
alike in their disabilities. The best prognosis depends so much 
on early prevention of deformity that it is incumbent on the 
family doctor to do everything possible to prevent deformities. 
He may obtain simple splints on short notice from the National 
Foundation for Infantile Paralysis. The help of an orthopedic 
surgeon is needed also even in the early stages. 

Dr. John R. Paul reviews the epidemiology of poliomyelitis, 
emphasizing the clinical side. Only recently have we become 
aware of the neglect of the clinical epidemiology of poliomyelitis 
and realized that many of our interpretations and theories have 
been drawn more from observations on monkeys than on men, 
more from figures than on clinical facts. Investigators have 
become concerned with the fallacies of the neutralization tests 
as an epidemiologic tool in this disease, for this test has not 
elucidated the problem as to how the majority of children 
acquire immunity to poliomyelitis. It seems likely that the 
abortive cases represent the crux of many problems in the 
epidemiology. The idea so frequently held that poliomyelitis 
seldom attacks more than one member of a family is erroneous ; 
what is meant is that the disease seldom paralyzes more than 
one member of the family. Patients under 5 years of age are 
more apt to harbor the virus in their intestinal tracts than are 
older persons. Dr. Paul summarizes the knowledge of the 
various ports of entry of the disease in man with the state- 
ment that it seems unlikely that the olfactory bulbs represent 
the usual port of entry; the oral cavity and the gastrointestinal 
tract seem more likely, while the cutaneous route is a possibility. 

Dr. Ernest W. Goodpasture’s review of the pathology and 
pathogenesis of poliomyelitis is an interesting chapter. He 
credits John Rissler of Stockholm with the first classic account 
in 1888 of the acute morphologic manifestations of the disease. 
The experimental infection of monkeys first accomplished by 
Landsteiner and Popper afforded for the first time a method 
for determining the distribution of the infectious agent in the 
tissues of man in relation to demonstrable lesions. Nerve cells 
are not all equally susceptible to the virus, the great motor 
cells of the cord in the lumbar and cervical enlargements being 
most, and the cells of the cerebral cortex seeming compara- 
tively slightly, susceptible. The study of the pathology of 
experimental poliomyelitis in monkeys has equipped us with 
many new facts and novel points of view. It has demonstrated 
the general character of the etiologic agent and confirmed the 
impression that the disease is primarily an infection of the 
nervous system, that the nerve cells themselves are the primary 
sites of injury, that the infectious agent is located within the 
neurons, spreading mainly by means of infected processes of 
nerve cells rather than through the body humors; but in spite 
of all this knowledge the important practical problem of a 
port of entry for the virus in man remains unsolved. It is 
known that the elimination of the virus can be through the 
mouth and nose and more abundantly from the intestinal tract. 
This does not necessarily mean that the port of entry is in 
either tissue, for it might represent only the elimination of the 
virus by means of a centrifugal spread from infected nervous 
tissue. 

Poliomyelitis is by no means limited to young people. In 
the chapter on immunologic and serologic phenomena Dr. 
Thomas M. Rivers points out that the number of adults attacked 
in certain epidemics may be as high as 15 to 30 per cent. All 
races of human beings, as well as monkeys, are susceptible, and 
within the last year or two at least one strain of poliomyelitis 
virus has been adapted to cotton rats and white mice. As far 
as is known, horses, sheep, calves, dogs, rabbits, guinea pigs 
and chickens are refractory to infection. There are at least 
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twenty to twenty-five good examples of second attacks of the 
disease in human beings on record, although usually one frank 
attack apparently produces lifelong immunity. The neutralizing 
antibodies which are found in abundance in the blood of normal 
and convalescent persons do not appear in the spinal fluid. 
There is some barrier between the brain and the blood which 
prevents the passage of immune substances. The role played 
by the neutralizing antibodies in recovery from infection is not 
known. Poliomyelitis may occur in human patients who have 
ample amounts of neutralizing antibodies in their blood. There 
is no way at present of bringing into harmony all the discon- 
certing facts about the serologic and immunologic phenomena 
of poliomyelitis. 

The etiology is discussed by Dr. Charles Armstrong. This, 
like the chapter just reviewed, is largely a critical review of 
literature. The poliomyelitis virus is an agent whose identity 
is largely determined by the symptoms and pathologic changes 
which it produces and by its immunologic and epidemiologic 
characteristics. The virus has been demonstrated in different 
parts of the central nervous system as well as in the tonsils, 
adenoids, mesenteric glands, salivary glands, inguinal glands, in 
a pool of lungs, liver, spleen and kidney, and in the washed 
walls of the ileum and colon. There are numerous strains of 
poliomyelitis virus, but no general immunologic classification 
of them has been made. In spite of repeated trials, no specific 
diagnostic test has been evolved. The only conclusive diagnostic 
evidence to be had is the recovery of the virus from the central 
nervous system of the patient; but, since virus cannot be demon- 
strated in the spinal fluid, this test is applicable only in fatal 
cases. This lack of an effective etiologic diagnostic procedure, 
together with the variable clinical manifestations of the disease, 
has led to skepticism, often voiced by workers in this field, 
relative to the diagnosis of poliomyelitis in the individual case. 

Poliomyelitis undoubtedly has existed for many centuries, but 
it has only gradually and comparatively recently been separated 
from a similar group of palsies. It also took centuries to dis- 
tinguish typhoid from typhus and measles from scarlet fever. 
Dr. Paul F. Clark in the opening chapter on the history of 
poliomyelitis says that the first recorded epidemic of infantile 
paralysis was reported by Badham in Worksop, England, in 
1835. That report aroused the interest of Jacob Heine in 
Germany, who about 1840 gave the first clear description of the 
acute disease. In 1890 Medin in Sweden distinguished the 
bulbar, ataxic, encephalitic and polyneuritic types in addition to 
the spinal form. Caverly in Vermont in 1894 recognized the 
abortive type of case, and Wickman a few years later showed 
the importance of abortive cases in the spread of the disease. 
Epidemics of poliomyelitis show a practically worldwide dis- 
tribution. Although there is a heavy incidence in northern 
Europe and the northern part of the United States and Canada, 
and regions in the Southern Hemisphere, no special climatic 
conditions are essential for its spread. Winter epidemics have 
occurred even beyond the arctic circle. Children under 5 years 
of age furnish 50 to 90 per cent of the cases, although they con- 
stitute only from 9 to 12 per cent of the population, and thus 
the disease came to be known as infantile paralysis. More males 
than females in all age groups are affected. In the United 
States throughout the present century an average of about 4,500 
cases have been reported annually with epidemic peaks in certain 
years, the greatest in 1916, making a total of 176,309 cases 
through 1938. Poliomyelitis is responsible for more cripples 
than all other acute diseases combined. Permanent crippling 
results in from 30 to 60 per cent of the cases reported. The 
economic loss, the mental suffering through life and the burden 
on the families cannot be estimated. The report by Landsteiner 
and Popper thirty-three years ago on the first successful transfer 
of poliomyelitis to the Rhesus monkey has been one of the most 
important developments among the countless investigations of 
this disease. This milestone in research is referred to in all 
the lectures but one in this book and gives the impression, along 
with similar repetitions, of some unnecessary duplication. Per- 
haps another milestone was reached last year with the report 
by Jungeblut and Sanders of the adaptation of the New Haven 
SK strain of virus to the cotton rat and thence to the mouse 
on three different occasions, with gradual loss of virulence for 
the monkey but with persistence of slight invasive properties. 
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The chapters on etiology, immunology, pathology and epidemi- 
ology suggest the vastness of the research that remains to be 
done. Dr. Clark feels confident that, with the recognition that 
there may be as many strains of poliomyelitis virus as types 
of pneumococci, with the knowledge that the disease differs in 
different species of susceptible animals, with the use of new 
methods to demonstrate the virus in sewage and with the passage 
of several strains of virus to the cotton rat and mouse, we have 
tools and hypotheses which will be the basis of further rapid 
advance. 


Social Case Records from Psychiatric Clinics with Discussion Notes. 
By Charlotte Towle. The University of Chicago Social Service Series. 
Edited by The Faculty of the School of Social Service Administration. 
Cloth. Price, $3. Pp. 455. Chicago: University of Chicago Press, 1941. 

Primarily for students of psychiatric social work, this book 
is made up of an introduction and chapters comprising a dis- 
cussion of 12 extensive cases which were studied and treated 
by the psychiatric social worker. Two are studies of young 
women who had adjustment problems; the others cover various 
types of problems found in children from the very young to 
the adolescent. Most of the work in these cases has been done 
by the social worker herself, apparently with the cooperation 
of a psychologist and psychiatrist. Each case is made up of an 
extensive social history which covers all phases and has been 
elicited from a relative or other informant. Little diagnostic 
material is incorporated in the history, although each case is 
compiled in a rather dramatic way to demonstrate the historical 
material as the social worker elicits it and leaves the trained 
and observant reader with a definite conclusion. In addition to 
this historical material there is a chronological account of the 
worker’s progress in treatment, expressed usually in terms of 
interviews with relatives. Few actual interviews with the 
patient are incorporated in the book, and the reviewer was able 
to find only one which was extensive enough to give direct 
insight into the child’s condition. The statements made by the 
psychiatrist, his methods of investigation and what he has dis- 
covered about the cases are given largely by indirection. Since 
the book is intended primarily for students of psychiatric social 
service, interpretative material is leit out except as it is sug- 
gested in the summary at the end of each case. This summary 
raises certain questions for class discussion. Again the trained 
reader grasps ideas about the case by indirection from the points 
that the author brings up for class discussion. This book is 
not a textbook in the sense that it is all inclusive and gives 
every type of social history possible; in fact, organic cases are 
stressed to a greater extent than one is likely to find them in 
the usual child guidance clinic. No one can criticize the 
thorough, careful, systematic, intelligent and highly professional 
approach which has been made to each case. The volume makes 
interesting reading, and, while the social worker’s approach is 
overstressed and the psychiatrist's direct work on the patient 
is minimized, the book should be of considerable interest to the 
psychiatrist who is interested in work with children and to 
the pediatrician who wishes to acquaint himself with another 
approach to the care and treatment of the problem child. 


Mental Hygiene in Education. By Ernest W. Tiegs, Ph.D., Dean of 
University College and Professor of Education, The University of 
Southern California, Los Angeles, and Barney Katz, Ph.D. Cloth. Price, 
$2.75. Pp. 418. New York: Ronald Press Company, 1941. 

This contribution to the field of mental hygiene is made 
primarily by psychologists who are interested in educational and 
clinical psychology. Their bias, therefore, lies against psychi- 
atric training in the study of problem cases. There is little 
mention of psychiatric social work and none of the coordinated 
clinical approach which has proved its value and in which 
psychologist, social worker, physician and psychiatrist have 
formed a team to analyze and treat problem children. On the 
other hand, although it should be expected, there is little dis- 
cussion of school mental hygiene administration, whi¢h is the 
usual approach in giving teachers insight into the proper han- 
dling of the problem children who go through their hands. The 
book is composed of three parts. The first deals with the 
general problem of mental health, citing statistics and going 
into considerable detail about abnormal conduct and adjustment 
and theories of personality. The point of view in the second 
part is more clinical. There is a chapter which is somewhat 
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misleading and a little confusing on modern psychologic theories 
of personality, and some discussion on the improvement of per- 
sonal and social adjustment. The authors present in a rather 
dogmatic and incomplete fashion, which may be necessary in 
an elementary book, the place of school, the family and the 
community in the correction of personality problems. The 
third part is a condensed textbook on abnormal psychology and 
deals with sexual difficulties, daydreaming, psychoneuroses, the 
psychoses and similar topics. In this last part the authors show 
little practical experience and almost no insight into the prob- 
lems of seriously maladjusted persons. There is a_ serious 
question whether this book would be of much value to the 
psychiatrist, for it neither gives completely the teacher’s point 
of view nor discusses in any great detail matters which have 
to do with bringing up children. There is too much general 
clinical psychology and too much of the psychologic approach 
to problems which are better dealt with by psychiatrists. The 
most serious criticism of this work is that the authors lead 
prospective patients with severe psychiatric problems into the 
hands of clinical psychologists rather than psychiatrists, for 
even when they recognize that a psychiatric problem exists they 
suggest that the patient could also be referred to a clinical 
psychologist after the psychiatrist has initiated treatment. 


Cytology, Genetics, and Evolution. By M. Demerec et al. University of 
Pennsylvania Bicentennial Conference. Cloth. Price, $2. Pp. 168, with 
illustrations. Philadelphia: University of Pennsylvania Press, 1941. 


This book, published without preface, introduction or editor’s 
note, consists of twelve short papers by as many different 
authors. These papers were read as part of the University of 
Pennsylvania bicentennial conference. The contents of the book 
are best indicated by listing the titles of the papers and their 
authors : 


Chromosomes and Heredity: The Nature of the Gene. 

Chromosome Structure. Charles W. Metz 

Cytogenetics and Evolution. Albert F. ‘Blakeslee. 

Chromosomal Differences Between Races and Species in Drosophila. 
T. Dobzhansky. 

Evolution of the Germplasm. Clarence E. McClun 

Cytology and Genetics of Protozoa: Heredity Status of the Rhizopods. 
Herbert S. Jennings. 
— Behavior and Reproduction in Ciliated Protozoa. William F. 

iller 

Inheritance in Ciliated Protozoa. T. M. Sonneborn 

Physiology of the Nucleus: The Physicochemical. Properties of the 
Nucleus. Leon Churney. 

The Chromosomes of the Amphibian Nucleus. William R. Duryee. 

Radiation and Cell Nucleus. Paul S. Henshaw. 


M. Demerec. 


As the reader will see from the titles, the conference con- 
cerned itself with frontiers of research and speculation in the 
highly technical field of cytogenetics. The book is a difficult 
one for any but the advanced student of genetics. It records 
many recent advances in a field that holds great promise for 
the solution of the problems of the complex mechanisms of 
organic evolution. 


Faith is the Answer: A Psychiatrist and a Pastor Discuss Your 
Problems. By Smiley Blanton, M.D., and Norman Vincent Peale, D.D. 
Cloth. Price, $2. Pp. 223. New York & Nashville: Abingdon- 
Cokesbury Press, 1940. 

This is an unusual book in the way in which it is constructed. 
It is a joint product of the thoughts of a psychiatrist and of a 
minister. There have been books written previously with this 
type of synthesis, but usually the ideas were pooled. In the 
present volume this is not the case. Of each chapter Dr. 
Blanton, the psychiatrist, writes the first half, and Dr. Peale 
deals with the same subject in the second half. The book makes 
no attempt to be comprehensive but deals with certain phases 
of mental problems which come up from time to time in the 
experience of the minister, particularly those connected with 
fear, worry, a sense of guilt and a sense of self criticism due 
particularly to failure and then, of course, the big problem of 
the minister, that of assuaging the grief and sorrow of those 
who suffer. The problems of marriage, which is becoming 
more and more a point of contact between the ministry and 
psychiatry, are covered in one chapter. The book is not pro- 
found in its treatment of these subjects and offers nothing 
especially new except perhaps a synthesis of the pastor’s stand- 
point with the medical one, which synthesis is largely philo- 
sophical and deals with faith and religious beliefs which are 
not highly indoctrinated and which are relatively consistent with 
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all sects. These authors briefly present a number of interesting 
cases showing how problems arise and how in many cases they 
can be dealt with successfully, and these make interesting read- 
ing. The book by itself probably cannot be used therapeutically. 
Its profundity is not great enough to serve as a textbook for 
a psychiatrist who wishes to know more about the use of 
religion in dealing with mental problems. However, it does 
treat of an interesting subject with which many psychiatrists 
and ministers could make themselves better acquainted. 


Modern Marriage: A Handbook for Men. By Paul Popenoe, General 
Director, the American Institute of Family Relations, Los Angeles, Calif. 
Second edition. Cloth. Price, $2.50. Pp. 299. New York: Macmillan 
Company, 1940. 

This is a second edition of a rather sound little volume writ- 
ten by a biologist who has interested himself for many years 
in family relations. The book is written primarily for men 
and apparently for those who are only contemplating marriage ; 
its major point of view is not in postmarital adjustment but to 
give advice which can be presented to those who are not yet 
married, by which they may know the possible pitfalls and, on 
the other hand, how best to comport themselves during the 
preproposal, engagement and early marital periods. Although 
the volume is not ponderous in the sense of presenting a great 
deal of scientific information in the form of tables, appropriate 
statistics are readily at the author’s hand to illustrate points 
which he brings up. This book is different from the old 
fashioned sex guides for young men in that it does not hedge 
in discussing sex; there is a discussion of sexual adjustment: 
what is to be expected in marriage from a sexual angle both 
psychologically and physiologically. The social factors of 
domestic adjustment are carefully stressed, especially those 
which arise from such sources of friction as different religions 
on the part of the man and the woman. The nature of the 
proposal, the details of the marriage ceremony and the life 
shortly after marriage are taken up in some detail. This book 
is one the physician can give to a young man considering 
marriage or to one who wishes to know what is going to con- 
front him in later years when marriage will be a problem to 
him. There is an excellent bibliography and six appendixes 
giving statistical material. The seventh appendix consists of a 
rather dramatic account of a woman who has passed through 
childbirth which seems somewhat out of place in the book. 
Nevertheless this little volume deserves a recognized place in 
the growing literature on marital adjustment and on the scien- 
tific guidance of persons who contemplate marriage. Its style 
is interesting and simple. 


Psychiatric Social Work. By Lois Meredith French, Director, Study 
of Trends, American Association of Psychiatric Social Workers, New 
York. Cloth. Price, $2.25. Pp. 344. New York: Commonwealth Fund ; 
London: Oxford University Press, 1940. 

This volume is primarily an outline of professional psychiatric 
social work to show the various aspects of that field and to 
consider the various problems and interests which affect the 
psychiatric social worker. The history and development of the 
field are dealt with rather extensively, as are the more strictly 
professional problems such as the pay of the social worker, his 
professional relationships, the type of work he would do in 
various types of hospitals and clinics, and the development of 
treatment procedures to be carried out by this professional group. 
This last aspect forms the most interesting chapter in the book 
because there is a discussion, too brief in many instances, of 
treatment procedures which are in use in adjusting life prob- 
lems of adult and child. There is a consideration in several 
places of the equipment in terms of training and experience 
that a psychiatric social worker should have, and the two 
appendixes deal with (1) the American Association of Psychi- 
atric Social Workers and (2) the salaries of psychiatric social 
workers. Appended to the volume is a splendid bibliography 
covering every aspect of the field. This book will, of course, 
be a “must” for those thinking of going into the field of 
psychiatric social work, and for the psychiatrist or even the 
physician who has dealings with professional workers of this 
sort the book may serve as a means of clarifying any misunder- 
standing in his mind as to what the properly trained worker in 
this field stands for and is able to do. 
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Mental Disease and Social Welfare. By Horatio M. Pollock, Director of 
Mental Hygiene Statistics, New York State Department of Mental Health. 
Cloth. Price, $2. Pp. 237. Utica: State Hospital Press, 1941. 

This is a volume of collected studies made by the author dur- 
ing the past twenty years. There are sixteen studies, all of 
which, with the exception of one dealing with mental disease 
in Peru, are statistical in nature. They are composed of long 
tables, careful discussions and competent interpretations of a 
number of facts which those interested in mental disease should 
be acquainted with. There are studies of mental disease with 
relation to suicide and crime, with expectation of becoming 
mentally ill, economic loss due to mental disease, trends in 
dementia paralytica, various factors in heredity and environment 
in causing manic depressive psychosis and dementia praecox. 
Two papers consider alcohol; one deals with its relation to 
alcoholic mental disease before, during and after prohibition and 
the second one concerns thirty years of alcoholic mental disease 
in New York State. Space does not permit a detailed discus- 
sion of the conclusions drawn in each of these studies. Suffice 
it to say that the volume is a distinct contribution to psychiatry, 
that every psychiatrist should be aware of its contents. In some 
cases, conclusions which Pollock draws are not of great impor- 
tance; in others they are very revealing, particularly in the 
comparative study of hereditary and environmental factors in 
mental disease, where he finds heredity to be much more impor- 
tant than most people have been considering it contemporane- 
ously. The figures with which Dr. Pollock deals are large 
and adequate in number for proper statistic analysis. The com- 
pleteness of his studies and his conservativeness in drawing 
conclusions are impressive. 


Lectures on Conditioned Reflexes. Volume 11: Conditioned Reflexes 
and Psychiatry. By Ivan Petrovitch Pavlov. Translated and edited by 
W. Horsley Gantt, M.D., B.Sc., Associate in Psychiatry and Director Pav- 
lovian Laboratory, Johns Hopkins University, Baltimore. Cloth. Price, 
$4. Pp. 199, with 7 illustrations. New York: International Publishers, 


1941, 

This is the second volume of collected lectures on conditioned 
reflexiology which have been translated and edited by Gantt, 
a co-worker of Pavlov for about five years. The earlier volume 
dealt with more specifically physiologic matters. The present 
work consists of an excellent introduction by the editor- 
translator discussing Pavlov’s later life, attitude and scientific 
problems and describing in considerable detail how, after reach- 
ing 75 years of age, Pavlov took a new lease on life and went 
into the field of psychiatry to investigate it with respect to the 
bearing on it of his own work on conditioned reflexes. Sixteen 
lectures are included in the present volume, which deals with 
Pavlov’s interpretation of higher nervous activity, the fusion 
of the objective and subjective, experimental neuroses, the 
hypnotic state and animal and human neuroses, and there is an 


‘attempt at physiologic interpretation of obsessions and of para- 


noia and hysteria, as well as a discussion of nervous activity 
with particular reference to the interdependence with neuroses 
and psychoses. One chapter comprises a long presentation in 
which Pavlov makes some criticisms of the work of American 
psychologists, who he believes intend to throw off the physio- 
logic interpretations which Pavlov feels to be valid. This is an 
excellent work from the standpoint of educating psychologists 
as well as psychiatrists and other interested physicians con- 
cerning Pavlov’s reflexiologic attitude toward mental disorders. 


Manual of the Diseases of the Eye for Students and General Practi- 
tioners. By Charles H. May, M.D., Consulting Ophthalmologist to 
Bellevue, Mount Sinai and French Hospitals, New York. Seventeenth 
edition, revised, with the assistance of Charles A. Perera, M.D., Asso- 
ciate in Ophthalmology, College of Physicians and Surgeons, Medical 
Department of Columbia University, New York. Cloth. Price, $4. Pp. 
519, with 387 illustrations. Baltimore: William Wood & Company, 1941. 

Seventeen editions of this book have been published, also 
translations in the Spanish, French, Italian, Dutch, German, 
Japanese, Chinese and Hindu languages. In the present volume 
two new color plates have been added as well as black and 
white illustrations ; an appendix supplies the ocular requirements 
for admission to the Army, Navy and Air Service of the 
United States. 
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THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


PROPHYLAXIS OF RINGWORM IN ARMY CAMPS 
To the Editor:—We are having an epidemic of ringworm, usually occurring 
about the groin. We would appreciate any suggestions on how to prevent 
its spread. Thomas A. Messina, Ist Lieut., Med. Corps. 
353d Field Artillery, Camp Livingston, Lo. 

ANsWER.—There are two common methods of infection of 
glabrous skin with the ringworm fungi: 

Infection may be incurred from the floors of bathrooms and 
. perhaps other surfaces on which the patient walks with bare 
feet. This is thought to be made much more likely if the floor 
is wet, as in swimming pools, gymnasiums and clubs. Infection 
takes place between the toes because of the moisture present and 
its inaccessibility to careless attempts at cleaning. From this 
location the organisms may be carried to any part of the body 
or may locate under the toe or finger nails and be spread Sam 
these foci. 

2. The infection may be spread directly from one person to 
another by exchange of clothing or bath appurtenances. 

Less common is the spread from the infected scalp of children 
to other parts of the body. Fear of direct infection from the 
water of swimming pools is not well founded, for while impetigo 
presumably from this source is often seen ringworm does not 
seem to occur in this manner. 

In a camp with many becoming infected about the same time, 
the second mode of infection listed is more apt to be the actual 
one, though the first cannot be excluded. 

Prophylaxis of the first source consists of thorough cleansing 
of bathroom floors and instruction to the bathers to wash the 
feet thoroughly, giving special attention to the spaces between 
the toes, and to wipe the feet while still in the tub or shower 
room, putting on bath shoes before starting out. The same care 
should be used in wiping between the toes as is used in wash- 
ing these spaces. Fraser (The Treatment and Prophylaxis of 
Superficial Ringworm Infections, Roy. Army M. Corps 
74:145 [March] 1940) said that to wash the feet and then step 
out on the bathroom floor before wiping them is as sensible as it 
would be to wash the hands and then rub them on the floor 
before wiping them. He mentioned also the need of some 
artificial method of drying towels in a moist climate, after they 
have been thoroughly sterilized in the process of washing. 

An acid wash such as weak acetic acid may be used between 
the toes as a prophylactic. A dusting powder containing a small 
percentage of salicylic acid may be used for the same purpose. 

Prophylaxis of the second source of infection is attained by 
strict prohibition of interchange of clothing or towels and the 
thorough sterilization of these articles when washed. If towels 
are to be use more than once between washings, Fraser’s 
admonition about drying them should not be forgotten. 

Goldman (The Principles of the Control of Fungus Disease 
of the Feet in the Military Organization, Mil. Surgeon 84:35 
[Jan.] 1939) stressed the value of a fungus record for each 
soldier, begun on his entrance into the army and continued 
throughout his service. He advocated careful inspection at 
regular intervals, special attention being given to the spaces 
between the toes. Scaling of this region which does not clear 
up on soothing treatment is probably due to dermatomycosis. 
In lectures to the men on hygiene mention should not be omitted 
of the principles of protection from ringworm 

Treatment of ringworm should be mild enough not to cause 
irritation of the skin, for sensitization to various contact 
materials occurs readily in those afflicted with the disease. 
The physician must always be on the watch to distinguish the 
beginning of such allergic dermatosis from a spread of the 
dermatomycosis. 


STICK REMOVAL EVACUATION pap 
To the Editor:—in incomplete abortion, what is by sponge stick 
removal of the product of conception? Will you “ey describe it? 
M.D., Pennsylvania. 
Answer.—“Stick removal” refers to the use of an ordinary 
sponge or ring forceps in the evacuation of the uterine cavity. 
The instrument is carefully inserted in the uterus, opened, 
rotated 90 degrees or more, closed and withdrawn. This pro- 
cedure is repeated as many times as necessary to evacuate the 
gross products of conception. These manipulations may or may 
not be followed by curettage. 
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CONVULSIVE STATE IN HIGH SCHOOL GIRL 

To the Editor:—A white girl aged 16, a by normal delivery, had rather 
severe scarlet fever in February 1930. A gland in the left side ~ “a 
neck became infected and had to be lanced to remove a large amount of 
pus. The tonsils were removed in April 1930. Some time in eg “fifth 
year the first signs of the present trouble were noticed, that is, a 
rolling upward of the eyes at infrequent intervals, possibly two or three 
times a month, of seconds’ duration. She started to school in September 
1931 with the same symptoms, but they became more frequent. Stupors 
occurred about the eighth yeor at irregular intervals, i. e. every three 
to four weeks. They seemed to occur on Sunday mornings in most 
instances and were noticeable on awakening. The symptoms were eye 
rolling, pale face and apparent unheedfulness of questions. The at 
usually cleared up abruptly about 2 p. m., a she had rested in bed. 
They became more severe and of longer duration over a period of two 
years (between the ages of 8 and 10 years) until the first spasm occurred 
in the tenth year. The spasms recurred at irregular intervals, six to 
eighteen months intervening between attacks of that severity. From the 
tenth to the fifteenth year attacks were noticed in the early morning, 
sometimes clearing up by 8 to 10 a. m. sometimes culminating in 
@ spasm which usually occurred in midafternoon. Menstruation began in 
the twelfth year; it has always been irregular, from two weeks to a tew 
days late, and lasts an average of five days. The patient had no cramps 
until the present year. During the past eight months five spasms have 
occurred. Symptoms show up two to three hours after patient arises 
instead of immediately after her awakening, as happened before. Dis- 
appearance of symptoms is noted after spasm or after a night’s rest 
in instances in which attacks do not culminate in spasm. and 
incidence of attacks during the last eight months have been two (one 
week apart) in January, one in February, none in March or April, one 
in May and none in June or July; the last attack was on August 28. The 
patient gives a history of having more or less constipation, having a 
ravenous appetite and being irritable for at least twenty-four hours before 
spasms. She loses consciousness completely, froths at the mouth and 
occasionally bites her tongue. Her appetite runs to condiments and rich 
foods. At the age of 9 years she was taken to a nerve specialist, and 
her food was prescribed by him. The mother weighed all the patient's 
food according to prescription but found no noticeable change during 
this year. On August 31 the basal metabolic rate was reported as —2. 
1 should appreciate possible diagnosis, information on gg oh treat- 
ment and, since the mother contemplates keeping the girl out of high 

the spasms, advice in regard to the girl's 

M.D., Oklahoma. 


ANnswer.—The diagnosis is convulsive state due in all proba- 
bility to an encephalitis produced by scarlet fever in February 
1930. The prognosis depends on the ability of an anticonvulsant 
drug to stop the spasms. The treatment consists in determining 
the amount of sodium bromide or phenobarbital necessary to 
rr | the spasms. The following regimen is suggested : 22 grains 
(1.4 Gm.) of sodium bromide three times daily. This is to be 
continued for years if the patient has no more spells. If, how- 
ever, she continues to have spasms, the bromide should be 
increased to an amount which will stop the attacks. If the 
patient cannot take bromides phenobarbital, in doses of 1% 
grains (0.1 Gm.) three times daily or more, may be substituted. 
Phenytoin sodium has been used of late, and if either the 
bromides or phenobarbital is not satisfactory phenytoin in doses 
of 1% grains three to five times daily may be tried. If this 
is done, one should have a complete blood count and electro- 
cardiogram made before and during treatment. If the patient 
continues to have spasms it is obvious that she cannot go to 
high school unless the school has facilities for such persons. If 
such a school is not available, private tutoring is in order. 
Should she have no further spells she can go to high school. 
She should have eight to nine hours of sleep every night, but 
she must not drive a car, ride a bicycle, climb heights or swim. 
The diet should be that of any normal person of her age. Over- 
eating should be discouraged. 


FRIGIDITY IN WOMEN 

To the Editor:—A woman aged 27, college eateee. with normal health 
before marriage, has been married nine yeors. Her oldest child is 7 and 
youngest 3. There is no history of abortion. The petient has never 
experienced an orgasm at any time and has no desire for coitus, although 
the act is not repulsive to her. had a partial hysterectomy with 
perineal repair in January 1941. The reason for the operation was men- 
Strual periods lasting from twelve to fourteen days. Her general health 
has improved since the operation but she still has no desire for coitus. 
She wants to know if there isn‘t something she can take to increase her 
libido. Is there anything you might suggest in this case? 

M.D., New Jersey. 


ANSWER.—Unfortunately there is no drug that can be safely 
relied on to increase libido in women. Since the beginning of 
time preparations have been recommended for this purpose but 
invariably they have been found to be either dangerous or 
worthless. In the first class are numerous genitourinary irri- 
tants such as yohimbine, phosphides and oleoresins excreted in 
the urine. Unfortunately, the risk of articles in this class, par- 
ticularly when administered repeatedly, does not justify their 
use. In recent years endocrine preparations have been tried 


but the results have been disappointing. Estrone and _ its 
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derivatives are said to increase libido occasionally during the 
menopause or when there is a definitely known ovarian defi- 
ciency of this hormone. The prevailing experience is that 
endocrine preparations almost invariably fail when they are 
given to otherwise normal individuals for this purpose. In 
addition to this there is definite evidence that the continued 
administration of estrogens may lead to atrophy of the normal 
ovary. Dry glandular preparations taken orally may be dis- 
missed as worthless. 

In the vast majority of instances, frigidity in women is due 
to one or both of two causes: (a) psychologic or emotional 
trauma; this may arise from early influences which have asso- 
ciated ideas of shame, disgust or revulsion with the sexual 
act, or an early unpleasant sexual assault; or (b) conjugal 
maladjustment. 

The determination of the exact nature of the barrier to nor- 
mal feeling requires painstaking and sympathetic investigation 
on the part of the physician. A frank discussion is indispen- 
sable, and sometimes the services of a psychiatrist should be 
obtained. It is essential that the problem be frankly discussed 
with the husband whenever possible ; the understanding physi- 
cian may be able to discover faults in his approach to the rela- 
tionship and suggest changes in his technic. However, having 
found the basis for the difficulty, it is not always possible to 
change the situation. This is particularly true in long stand- 
a in which the pattern of reaction has become deeply 

xed. 


SMOKING AND LONGEVITY 

To the Editor:—The answer to the question about smoking and peptic 
ulcer (Queries and Minor Notes, July 5, 1941, p. 77) may be summarized, 
! think, as “the evidence is equivocal.” Probably the same answer could 
be given to the effect of smoking on almost any other condition in 
which smoking has been thought to play an important role. Am | 
correct, however, in my view that the evidence for the effect of smoking 
on longevity (most important ‘‘condition” of all) is unequivocal? Has any 
evidence appeared to modify the life tables set up by Prof. Raymond 
Pearl or have any valid criticisms been of his conclusions based 
on this study? I! have n informed that reliable life insurance com- 
panies have set up similar tables and formed similar conclusions but for 
certain reasons have withheld this information. If this is true, and/or 
if Dr. Pearl's conclusions have not been seriously questioned, it seems 
strange that more emphasis is not laid on this effect of tobacco smoking 
and less on its comparatively trivial effects for which the evidence is so 
equivocal. M.D., California. 


ANSWER.—The problem presented in this inquiry has long 
been the subject of a certain amount of controversy. It appears 
that tobacco smoking may affect the cardiovascular system 
(Hines, E. A., and Roth, Grace M.: The Effect of Tobacco 
on the Blood Pressure as Measured by a Standard Smoking 
Test, Proc. Staff Meet., Mayo Clin. 13:524 [Aug. 17) 1938) 
and may also play a part in the incidence of certain specific 
diseases, such as coronary disease (e. g., English, J. P.; Wil- 
lius, F. A., and Berkson, Joseph: Tobacco and Coronary Dis- 
ease, THE. JouRNAL, Oct. 19, 1940, p. 1327). As far as the 
effect of tobacco on longevity is concerned, in addition to the 
work of Pearl referred to in the query the report by H. G. 
Hadley (Effect of Tobacco on Longevity, J. Med. 22:24 
[March] 1941) perhaps deserves special attention. His study 
was based on records obtained of eight thousand deaths occur- 
ring in insured men and woman smokers and nonsmokers. 
The number of woman smokers, however, was insufficient to 
give the resu!ts statistical significance. He concludes that in 
comparing the groups of smokers and nonsmokers among men 
the results are conclusive and that, from the age of 40, users of 
tobacco have less mean expectation of life than nonusers. In 
spite of these apparently significant results, the whole question 
cannot yet be considered as definitely settled. 


“DRY” SPINAL TAP 
To the Editor:—Please discuss the significance of a “dry” weet tap, 
assuming that the needle has been correctly placed. Can dehydra said 
result 4 a spinal fluid pressure sufficiently i to result in a “dey” tap 
Please mention references to the literature. M.D., California. 


ANswer.—A “dry” spinal tap is invariably due to faulty 
technic. In isolated instances there may be a thickening of an 
exudate in the spinal canal so that it cannot pass through the 
lumen of the needle. This happens in epidemic, pneumococcic 
and suppurative leptomeningitides. Occasionally because of a 
tumor or hydrocephalus there may be an absence of fluid at 
the lower part of the spinal canal. This difficulty is mechanical. 
In rare instances a deformity of the vertebra may cause an 
inability to get spinal fluid through the lumbar route. This 
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occurs in tuberculosis, rickets, arthritis and spondylitis defor- 
mans. If no fluid is obtained under normal circumstances, one 
should reintroduce the stylet into the needle so as to clear the 
lumen. If no fluid appears, the needle should be either moved 
a little deeper or withdrawn or rotated. 

Dehydration should not produce a dry tap under normal cir- 
cumstances. Dr. Abraham Levinson’s book Cerebrospinal Fluid 
in Health and in Disease (ed. 3, St. Louis, C. V. Mosby Com- 
pany, 1929) is suggested for reference. 


ALLEGED SPONTANEOUS PERIODIC 
OF VACCINIA 
To the Editor:—A white woman aged 35 was vaccinated against smallpox 
at the age of 7 by the usual scratch method used at the time, with a 
rather severe reaction, both local and systemic, and a large scar 
resulted. Four years later, at the age of 11, she states, the scar became 
“raw” and again went through the same stages as the original vaccination. 
There was again systemic involvement in the form of general malaise and 
fever. Since that time there have been recurrences of these symptoms at 
four year intervals. All have included local lesions at the site of vaccina- 
tion, and some systemic reactions. There is at present a granular area 
about the size of a silver dollar marking the site of her vaccination. 
1 have never heard or read of such a condition and would appreciate 
any explanation and suggestions as to treatment and prevention. 
J. H. Cordes Jr., Medical Student, Atlanta, Ga. 


ANSWER.—Spontaneous periodic recurrences of the local and 
general reactions of vaccinia as described in the question are 
not known to occur. It is well known, however, that under 
certain circumstances revaccination may result in accelerated 
local and other reactions, but there is no history of revaccina- 
tion in the present case and it would seem quite safe to assume 
that contact infections, e. g. with cowpox, could not have 
occurred. In any case the reactions described are inconsistent 
with the degree of immunity that would be expected to develop 
from repeated introduction of cowpox (vaccinia) virus. 

The central point to consider in connection with this question 
is the reliability of the alleged facts on which it is based. The 
possibility of a fictitious or erroneous account cannot be excluded 
as long as not a single one of the reported recurrences has been 
observed and recorded by a physician. Obviously plans should 

made tor close and competent medical supervision of the 
patient particularly at the time when the next recurrence is to 
be expected. Only by careful observation of the patient herself 
can any explanation be obtained that may lead to rational treat- 
ment or 


RECURRENCES 


CREOSOTE BURNS OF HANDS 
To the Editor:—\ have received an inquiry from the engineering depart- 
ment asking for something to be used on the hands of track laborers 
and others who handle creosoted ties to prevent creosote burns. | am 
informed that there is a lotion or a liquid which prevents such burns. 
you give me a formula or the name of such a preparation? 


George P. Myers, M.D., Detroit. 


ANsWER.—The work of track laborers is so hard that prob- 
ably no protective barrier of the skin will long remain in place 
unless frequently applied. These workers should. wear heavy 
gloves, but it is well known both that gloves are short lived 
and that they are prone to become impregnated with irritating 
substances. In addition to the tarry acids and other constituents 
of coal tar, creosote and similar substances, some cross ties 
are impregnated with zinc chloride as a fire repellent. A simple 
emollient may be made with hydrous wool fat and sodium 
bicarbonate, but a superior type is likely to contain zinc oxide, 
cornstarch, petrolatum and hydrous wool fat. 


SEROLOGIC TESTS FOR SYPHILIS 
To the Editor:—Are there any logical reasons why a laboratory should 
frequently report a 4 plus blood Wassermann and negative Kahn reac- 
tion on patients who have never had any antisyphilitic therapy? Also 
—. is the relative value of the blood Wassermann, Kahn and Mazzini 
tests 


M.D., Texas. 


ANswer.—It is unusual to report 4 plus Wassermann and 
negative Kahn reactions because generally the Kahn is more 
sensitive than most Wassermann technics. If this type of 
report is a frequent occurrence, indications are that either the 
Wassermann or the Kahn test is not performed correctly. As 
to the relative value of the Wassermann, Kahn and Mazzini 
tests, it is impossible to judge the dependability of a given 
Wassermann technic unless the particular technic has been 
officially. evaluated by the Evaluation Committee on Serodiag- 
nostic Tests of the United States Public Health Service. The 
Mazzini test also has not as yet been evaluated by this com- 
mittee. Only the Kahn test has been thus evaluated. Hence 


it is impossible, to compare these three tests. 
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PAIN AND TENDERNESS OF BACK IN 


PATIENTS 

To the Editor:—Can you offer suggestions as to the etiology and treatment 
of the pain in the middle of the back usually at the angle of the scapula 
or close to it which is complained of by ‘‘nervous” patients so frequently? 
This symptom is most often presented by women, although occasionally 
by men, and usually occurs when they are tired or undergone nervous 
Strain. area is usually a small spot and frequently is tender 
on pressure. 
about it than to say that it was 
ate some more definite information about it. 


M. J. Leitner, M.D., Bushkill, Pa. 


Answer.—The etiology of pain and tenderness in the back, 
usually between the angles of the scapula in so-called nervous 
patients, is in all probability postural in type. Such a complaint 
is much less frequent today than it used to be thirty or forty 
years ago. In the Victorian era this symptom was apparently 
common in women, for it is described in detail in the textbooks 
of that period. One surmises that such pain was analogous to 
the other neurologic, functional disorders of the time such as 
frequent fainting and “brain fever,” so familiar to the readers 
of novels. It was a nonathletic age for women and, as sports 
have become part of the routine of feminine education, symp- 
toms similar to the pain in the back have disappeared. Another 
factor was probably the type of corset which gave not only an 
artificial support to the back but also tended to constrict the 
chest as well as the abdomen. 


“NERVOUS” 


Although the symptom is comparatively rare at the present. 


time it is not unknown in thin, poorly muscled, nervous persons. 
There is no physiologic explanation for the localized tenderness 
other than due to strain on muscles, ligaments and joints, par- 
ticularly in the neighborhood of the second to fifth thoracic 
vertebrae. It is not therefore viefinitely connected with the 
psychoneurotic but it appears more frequently in psychoneurotic 
people than in the general run of patients. Postural exercises, 
improved general health and avoidance of continued strain all 
tend to relieve the symptom. 


SCLEROSING SOLUTIONS AND NEPHRITIS 
To the Editor:—\is there any evidence that the materials used in injecting 
varicose veins cause renal difficulty? In a case | have seen, quinine 
and urea hydrochloride, as well as sodium morrhuate, were used in the 


ona 
| believe that chronic nephritis 
is present and that the injections had nothing to do with the picture. 


M.D., California. 


ANSWER.—There is no evidence that the sclerosing solutions 
mentioned cause any renal damage. An ascending thrombus 
through the vena cava may conceivably block one or both renal 
veins, but such blocking would be accompanied with massive 
edema of both lower extremities and of the flanks. Unless it 
can be shown that renal function was adequate and nitrogenous 
retention did not exist before the injections were given, there 
seems to be no basis for connecting the injections with the renal 
impairment. 


INCISION ANTERIOR TO ANUS AND IMPOTENCE 
To :—Will you whether an elliptic incision just 
to the anus for dra an abscess 


Harold Levy, M.D., " Newburgh, N. Y. 


ANswer.—Loss of potency from such an incision is possible. 
The terminal branches of the pudendal nerve and sympathetic 
branches from the pelvic plexuses traverse the two layers of 
the triangular ligament, where Cowper’s glands are located, 
before supplying the erectile tissues and posterior’ urethra. 
These branches may be severed. 

Before concluding that the impotence was due to this incision, 
a fair trial of endocrine medication and psychotherapy should 
be attempted. 


PANTOTHENIC ACID AND PYRIDOXINE HYDROCHLORIDE 
FOR ALOPECIA TOTALIS 
To the Editor:—A a, with alopecia totalis wrote me recently that she 
had been advised to ic acid and pyridoxine hydrochloride. 
W. J. MacDonald, M.D., Boston. 


ANswer.—Pantothenic acid and pyridoxine hydrochloride are 
members of the vitamin B complex. Rats and foxes whose fur 
ordinarily is black become gray and shabby looking when reared 
on diets deprived of these factors. The color may be restored 
to normal on addition of the two vitamins to the diet. The 
exact relationship of each of these vitamins, as well as of biotin, 
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another member of the vitamin B complex, to the prevention 
or the development of gray hair in animals has not been worked 
out precisely. They are being administered experimentally to 
human beings, but the results are not yet available. There is 
now no reason to expect these vitamins to be of benefit in the 
treatment of alopecia totalis. 


RECURRING STIES 
:—Can you give me some information regarding recurring 
| have in mind treating a patient with compresses of sulfa- 
pyridine or sulfathiazole. Would this be harmful? 4p. New York. 


ANSWER.—Recurring sties are ugually due to a staphylococcic 
infection of the large follicles. They may be often prevented 
by using 2 per cent yellow oxide ointment or 3 per cent 
ointment of ammoniated mercury. There is no reason why 
compresses of 5 per cent sodium sulfathiazole might not be 
successful in cases which have resisted the other treatment, and 
a 5 per cent ointment of ‘sodium sulfathiazole might also be 
tried. Apparently neither the ointment nor the solution is par- 
ticularly irritating to the conjunctiva and cornea. In addition 
to the local treatment it is sometimes necessary to increase 
the patient’s general resistance by the use of an autogenous 
vaccine. Many ophthalmologists also use cod liver oil and 
viosterol in such cases. : 


GLOVES USED IN FLUOROSCOPY 
To the Editor:—\ have been informed that at the Mayo Clinic and at the 
University of — Hospital the men doing gastrointestinal fluoros- 
copy are wearing only kid gloves while doing this work. 1! am wonder- 
ing whether this is true and, if true, what evidence there is which proves 
that this is a safe practice. Is this not too dangerous for the fingers 
of the person doing this work? 


R. C. Conybeare, M.D., Berrien Center, Mich. 


ANSWER.—It is true that part of the gastrointestinal fluoro- 
scopic work at the Mayo Clinic and at the University of Michi- 
has been done without lead rubber gloves. This is done 
only by those especiallv trained to do palpation under the screen 
with so restricted a beam of x-light that the hand is outside 
the direct rays. The practice of using leather gloves or bare 
hands is not recommended for general use. During the last 
year workers at the Mayo Clinic have found the flexible lead 
impregnated gloves made by the Liberty Dressing Company 
most satisfactory. 


ANALGESIA MACHINE 
To the Editor:—Recently | heard of a neighboring dentist phe ee some type 
of analgesia wherein the patient squeezed a bulb inhaled some 
material whenever she had pain. She would stop = Bh the pain acon 
In the meanwhile, she was fully conscious and able to converse but still 
. Do you have the information at 
the gas is that is used; its practicability; its safety? 
Raymond H. McPherron, M.D., Chicago. 


ANSWER—The device referred to is called an analgesia 
machine and has been used extensively by dentists. It is a 
small nitrous oxide-oxygen machine fixed with a trigger-like 
device which allows the gas to run when it is pressed. The 
patient is given a bulb which is connected by a tube to the 
machine. Gites the patient has pain, she squeezes the bulb, 
the nitrous oxide starts to flow, she inhales it, and as soon as 
she is relieved of pain and relaxes she no longer squeezes the 
bulb. There is nothing complicated about the arrangement, and 
it has even been u for the relief of pain during childbirth. 
It is considered to be safe. 


ODOR OF ICE CUBES IN ELECTRIC REFRIGERATOR 

To the Editor:—Some patients have standard electric refrigerators and have 
noticed intermittently but over considerable periods of time a mildly offen- 
sive garlic odor and taste in the ice cubes which is apparently incident 
to their melting. They themselves have carefully checked the contents of 
the refrigerator and cannot associate it with any foodstuffs, and they 
never under any circumstances use garlic or have any onion or similar 
substances in the refrigerator. If this matter come to attention else- 
where, will you please advise me as to the possible hazard and method of 
correcting it? Edward S. McSweeny, M.D., New York. 


ANSWER.—In hot weather, even in the absence of onions or 
garlic, objectionable Rg may be imparted by other foods. 
Defrosting followed by thorough cleansing with water contain- 
ing a small amount m | baking soda and airing for from two to 
five hours doubtless will improve the condition. The household 
refrigerator trade believes that citrus fruits particularly are 
likely, under certain conditions, to impart flavors to drinking 
water that may be considered objectionable. If the remedy 
mentioned is unsuccessful, the service department of the refriger- 
ator purveyor should be asked to investigate. 


T 
usual amounts at weekly intervals, for a series of about five injections. 
About a month later the patient had uremia, with a level of nonprotein 
nitrogen in the blood of 174. The volume of urine was somewhat scanty, 


